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Abstract
School-based mental health centers provide promising solutions to the nationwide
problem of high school dropouts and help students tackle the many barriers that may not only
impede their health and well-being, but also their chances for completing high school (Center
for School, Health, and Education, 2014). Therefore, gaining and understanding the perspectives of educators will influence the course initiative. Using Rawls’ (1971) Theory of Justice
, Bandura’s (1977) Theory of Social Cognitive Theory, and Rogers’ (1995) Innovation of
Diffusion Theory, 130 educators were surveyed and 12 educators were interviewed at a rural
school district in the northwestern part of Georgia. A seven-section, 81-item survey was created which showed that there was a need for mental health services in the school setting. The
study showed that the services were needed because every participant (n=130) had experienced students who exhibited behaviors associated with mental health problems in the classroom or school environment. Duties regarding the provision of counseling services and behavior-related issues were perceived to be the responsibility of the counselor while screening,
and assessment-related duties were thought to be the responsibility of the school psychologist. Case management and the provision of intervention services were thought to be the responsibility of the school social worker. Monitoring and providing early intervention services were thought to be the duty of the regular and special education teachers. The participants did not believe that providing students with medication management was a role for the
school.
The primary obstacles to providing mental health services at school are a lack of
funding and resources. Other obstacles include stigma, inability to access services, and
teachers being untrained on mental health signs and how and to whom to refer the students.
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The main benefit of providing mental health services would be an overall improvement in academic achievement. These findings are beneficial for districts that are looking at assessing
the need of school-based mental health services and program implementation.
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CHAPTER 1
INTRODUCTION
“Let us think of education as the means of developing our greatest abilities, because in
each of us there is a private hope and dream which, fulfilled, can be translated into
benefit for everyone and greater strength of the nation.”—John F. Kennedy
Education opens the door to opportunity in the United States. It is the key to social
and economic mobility, yet most Americans are surprised to learn that our Federal Constitution does not provide the right to an education (Brennan-Gac, 2014). The Supreme Court left
the matter of the right of an education up to individual states. Therefore, individual states set
their own standards and provisions for educating the people.
After slavery was abolished in 1865, freedom and equal rights were not immediately
bestowed among African-Americans (Brennan-Gac, 2014). The first documented school desegregation case in 1849, Roberts v. the City of Boston, stemmed from African-American
parents being denied the right to enroll their children in public school. Because of this court
case, “separate” but “equal” facilities would be required for dining facilities, restrooms,
transportation, and accommodations, including public education. In 1954, five Supreme
Court cases were consolidated into one case that challenged the “separate but equal” law.
The Supreme Court ruled that segregation was unconstitutional. As a result of Brown v.
Board of Education, activists demanded a quality education for everyone. Before 1960, only
two states believed that education was a fundamental right. However, resource and quality
varied among states.
Brennan-Gac (2014) recalled the Supreme Court case Rose v. Council for Better Education in which the Court defined seven capabilities that an education system must provide to
1"
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each child. Number four of the seven capabilities asserted that “An educated child must possess sufficient self-knowledge and knowledge of his or her mental and physical wellness”.
Schools face unprecedented challenges in educating an increasingly multicultural and
multilingual student body and addressing widening social and economic disparities (DeBose,
2008). While the current capacity of children’s mental health services remains inconsistent
and insufficient, the federal and state governments have made modest progress in addressing
problems over the last two decades (Price, Behrens, & Lear, 2013). “It is estimated that 1320 percent of children living in the United States (up to one out of five children) experience a
mental disorder in a given year, and an estimated $247 billion is spent each year on childhood mental disorders” (Centers for Disease Control and Prevention, 2015). Approximately
20 percent of adolescents have a diagnosable mental health disorder and will be affected by
mental health disorders during their lifetime. The symptoms of anxiety disorders emerge by
age six, behavior disorders by age 13, and substance use disorders by the age of 15 (Schwarz,
2009; Office of Disease Prevention and Health Promotion, 2015). Because of the impact on
children, families, and communities, children’s mental disorders are important public health
issues in the United States (CDC, 2013). Mental health is a key component in a child’s
healthy development. Children need to be healthy in order to learn, grow, and lead productive lives. The mental health service delivery system currently in place does not sufficiently
meet the growing needs of children and youth, particularly those who need it the most and
are least likely to be served. The addition of effective treatments, services, and supports allow the mental health system to become better equipped to help children and youth with
mental health problems, or those who are at risk, become successful and live better lives
(Stagman & Cooper, 2010).
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The CDC (2013) explained the differences between mental health and mental disorders, citing that health is a state of complete physical, mental, and social well-being and not
merely the absence of disease or infirmity. Mental health is an integral part of this definition.
Good mental health is also more than just the absence of a mental disorder, such as schizophrenia, bipolar, depression, or anxiety. A person who is mentally healthy has a state of
well-being in which he or she realizes his or her own abilities, is able to cope with life’s normal stresses, work regularly and productively, and make contributions to the community.
Good mental health, therefore, is the foundation for an individual’s and a community’s effective functioning and well-being (Centers for Disease Control and Prevention, 2015).
Positive mental health is critical to children’s success in school and life. Schools have
been identified as a logical, efficient context for providing a significant portion of the basic
interventions that constitute a comprehensive approach to meeting the needs of children with
serious emotional disorders (Puddy, Roberts, Vernberg, & Hambrick, 2012). Research
demonstrates that students who receive social-emotional and mental health support are more
productive and perform better academically. According to the National Association of
School Psychologists, school climate, classroom behavior, on-task learning, and students’
sense of connectedness and well-being all improve as well (as cited in Ashton, 1984).
The dropout crisis in America has turned into an epidemic, and youth in high school
with mental health problems are more likely to fail or drop out of school (Stagman & Cooper, 2010). Rumberger (2011) examined the graduation rates reported by the U.S. Census and
found that approximately 1.3 million students from the high school class of 2010 failed to
graduate. This means that the nation’s schools are losing more than 7,000 students each
day. Rumberger (2011) also reported that in October 2010, there were almost 28 million

3"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
dropouts aged eighteen and over in the United States. Although the number of dropouts is
decreasing, the odds of dropping out of school are disproportionately stacked against African-American, American Indian/Alaska Native, and Hispanic students. The Center for
School, Health, and Education (2014) reported that the average freshmen graduation rates
(AFGR) for African-Americans were 66.1 percent, American Indian/Alaska Natives were
69.1 percent, and Hispanics were 71.4 percent, compared to 83.0 percent for Whites and 93.5
percent for Asian/Pacific Islanders.
Students with disabilities drop out of school at a significantly higher rate than their
peers who do not have disabilities (U.S. Department of Education, 2006). Although there is
no single prominent risk factor that predicts a student’s likelihood to drop out, there are numerous risk factors that, when combined, raise the probability of youth leaving high school
early. These factors fall into four broad categories: individual factors, such as truancy and
poor attitude regarding school, family factors, such as being part of a low-income household
and lacking parental involvement, school factors, such as negative school climate and low
expectations, and community factors, such as living in areas with a high crime rate and lack
of community support for schools. As reported by Hammond, Linton, Smink, and Drew
(2007), dropout rates particularly correlate with high poverty rates, poor school attendance,
poor academic performance, grade retention, and disengagement from school.
The No Child Left Behind Act of 2001 (NCLB) required that the nation’s public
schools be held accountable for achieving high levels of educational proficiency, including
higher graduation rates and reduced dropout rates, for all students (Child Trends,
2012). States were given the flexibility to design their accountability systems and were allowed to make choices about the kinds of data, operational definitions, and computational
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method they would use to generate a graduation rate (Rumberger, 2011). Because of the
flexibility allowed to individual states and the inconsistencies in defining and collecting information about dropping out, the magnitude of the school dropout problem is understated.
For example, in Texas, inflationary practices include removing students from the cohort used
to calculate graduation rates when they left school to enroll in General Education Development (GED) programs, failed to pass the state’s exit exam, were expelled from school, or
when districts or schools otherwise lost track of students.
Adolescence is a time of major life transition in many countries. In countries and
communities with an abundance of resources, the transition to adult responsibilities is
gradual and extended. However, for youth in poorer countries and communities, the assumption of adult responsibility is more dramatic, truncated, and abrupt (Dashiff, DiMicco, Meyers, & Sheppard, 2009). Growing income inequality and mental health challenges for young
people have now been termed the millennium morbidity to signal the ongoing problematic
link between poverty and mental health. The ongoing relationship between poverty and mental health is the most critical issue affecting youth at both global and national levels (Tilleczek, Ferguson, Campbell, & Lezeu, 2014).
According to the U.S. Department of Health and Human Services (2015), the national
poverty level is calculated to determine if families or individuals qualify for federal assistance. In 2015, the poverty line ranged from $11,700 for a family of one to $40,890 for a
family of eight, with $4,160 to be added for each additional family member (U.S. Department of Health and Human Services, 2015). In the United States, over twenty percent of
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children under the age of 18 are officially “poor,” meaning they live in households with incomes below the federal poverty line. Another twenty percent of children are “near poor”
(Yoshikawa, Aber, & Beardslee, 2012).
Spenrath, Clarke, and Kutcher (2011) stated the need for effective and appropriately
contextualized education regarding neurodevelopment and education on the interaction of genetics and environment for all health and human service providers, including those working
in health care, education, community services (such as those providing childcare and parenting support), and in the education and justice systems. Ongoing and best evidence-driven
professional education and post-secondary training in these domains can be expected to result
in improvements in practice and outcomes.
Problem Statement
In spite of decades of initiatives based on political moves and a push for greater accountability, students are still dropping out of school at an alarming rate. As a result of increased accountability, a new way to calculate the graduation rate is required for all
states. However, attendance, disconnect, and failure are still issues indicating a deeper problem for students, schools, and the greater community.
Decades of research can be found on the causes of students dropping out of
school. The literature is plentiful as to the initiatives put in place to ensure that students do
not drop out. Over the years, authors have presented the information necessary to understand
why students drop out and what leads up to students dropping out of school.
Unfortunately, there is a gap in current research illustrating the root causes that lead
to students’ high rates of absences, why they face a tundra of in and out-of-school suspensions, why students turn to legal and illegal drugs, why students’ mental health needs are not
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being met, and how those unmet needs are affecting the graduation rate. How are we going
to meet the needs of the unidentified student who would benefit from an on-site mental
health program if practitioners are not aware of available new programs? Considering the
high number of students with untreated mental disorders, the clear evidence of the interference this causes in school performance, and a clear legislative agenda for scientifically-based
interventions along with the availability of such programs, the majority of schools are not
providing effective mental health services and students remain untreated and at risk for failure (Powers, 2012).
Barriers that interfere with the effective support of vulnerable students must be removed. There is a major research-to-practice gap in the area of mental health practices and
interventions in schools. It is important to understand the teacher’s perspective, which can
provide important information about environmental influences that can be used to connect
the research-to-practice gap in school-based mental health programs. It is equally important
to understand the perspective of administrators, as they are the facilitators who support interventions by teachers and staff.
If effectiveness of practitioners at interventions is the mission, there must be a clear
understanding of their roles and responsibilities through knowledge gained from evidencebased programs with authentic and authenticated practices. Few studies have assessed teachers’ perceptions of mental health needs in schools, or their preparedness and roles for supporting children with disorders. At the most fundamental level, it is important to determine if
teachers, counselors, school social workers, school psychologists, and administrators recognize the relevance of supporting children with mental health needs.
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Public schools are not designed to handle students’ mental health issues; however, if
these issues are not addressed, students will continue to perform at an inferior level. As a result of these issues and other indicators, students will continue to drop out of school at an
alarming rate.
Research Questions
A survey was offered to teachers, counselors, social workers, school psychologists,
and school administrators to solicit their perceptions of mental health services to answer the
following questions:
1.! What student mental health services are perceived to be helpful to students with
mental health problems, and what are teachers’ experiences in these programs?
2.! What are the faculty perceptions of the roles and responsibilities of the
stakeholders in a school-based mental health program?
3.! What are the barriers to implementing and sustaining a school-based mental
health program?
4.! How can the mental health services program be better implemented and sustained?
5.! What are the perceived benefits of mental health services in school?
6.! Is there a significant difference in the perceptions of mental health services among
teachers, counselors, school social workers, school psychologists, and
administrators?
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Purpose and Significance of the Study
There is a significant research-to-practice gap in the area of mental health practices
and interventions in schools. Understanding the teacher’s perspective can provide important
information about contextual influences that can be used to bridge this gap in a school-based
mental health program (Reineke, Stormont, Herman, Puri, & Goel, 2011).
States, school districts, administrators, and teachers are under extreme pressure to
meet current accountability guidelines set by state and federal mandates. The purpose of this
study is to examine the perceptions of teachers, counselors, school social workers, school
psychologists, and administrators to find out whether they perceive a need for a school-based
mental health program.
Districts and schools are faced with new accountability measures, such as the College
and Career Ready Performance Index (CCRPI). The CCRPI is a comprehensive school improvement, accountability, and communication platform for all educational stakeholders that
will promote college and career readiness for all Georgia public school students (Georgia Department of Education, 2014). Content mastery, school readiness (which includes ratings on
attendance and the percentage of students with disabilities who are served more than 80-percent of the day in a regular education classroom setting), and high school graduation are all
achievement indicators for the CCRPI.
Students who have mental health issues, particularly those who are not identified or
treated, are at-risk for failure or dropping out of school. Students with mental health issues
have excessive absences and get too far behind to catch up, so they simply disengage themselves or drop out of school. With school-based mental health programs, many of the barriers to treatment that children and youth face would not be an issue. Identifying students
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early and intervening will not only ensure that they are mentally healthy, but they will also be
in a position to focus on their academics, which would lead to positive outcomes (Carlson &
Kees, 2013).
Few studies have assessed teachers’ perceptions of mental health services in schools
for their preparedness and roles for supporting these students. Thus, it is important to determine whether teachers see the relevance of supporting students with mental health needs to
increase academic achievement and lead to a lower dropout rate.
It is with great passion that this study is produced with the intentions of getting the
attention of the people in power who have the duty and opportunity to look at non-traditional,
alternative means to reach every student who enters the educational arena. Throughout the
years, the researcher has worked with students of various cultural, racial, and socioeconomic
backgrounds, as well as students in regular and special education classes. Gut wrenchingly,
the researcher has noticed the students who seem to fall through the cracks of our system and
others who receive special education services with no success. The researcher has witnessed
many students gave up on themselves because they knew the system had given up on them.
An example is a student who will be referred to as Betty. Betty, a minority and athlete from
a single-parent home, who is very poor, was assigned to the alternative school. All Betty had
to look forward to was going back to her school to continue in sports, graduate high school,
and possibly get a scholarship. A teacher Betty with a 69, and as a result, Betty remained at
the alternative school, depressed, and eventually, she gave up. The way of life that Betty
knew best seemed to be her only way out. She ended up incarcerated and dropped out of
school with no chance of survival. The researcher has worked with students for the past ten
years in the field of special education and dropout prevention. It is the sincere belief of the
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researcher that if there had been school-based mental health services accessible to students
and parents, one obvious difference would be a higher graduation rate.
Teachers lack the proper resources to fully understand the differences in behavioral,
biological and clinical reasons students behave the way they do. They are unaware of the
major mental disorders and how they are, or are not, related to underlying medical diagnoses.
As a result, teachers, unfortunately for themselves and their students, inappropriately label
students as bad or uncooperative.
Considering the research on school-based mental health programs and the success of
programs when they are properly implemented, it is the goal of the researcher to develop a
student mental health program with sustainability as a tool to train teachers on how they can
become the first responder in the classroom to help students achieve academic success, while
becoming more successful as teachers. It is with great hope that this program can be developed nationally and internationally as a means to not only improve the graduation rate among
low-achieving students, but also as a means to rebuild confidence that teachers have in their
ability to reach and teach students. The program is also aimed at producing high-quality students who graduate with the capacity to be functioning, productive citizens who contribute to
society in a positive and meaningful manner.
This study is the researcher’s contribution to the field in hopes that stakeholders who
have an investment in educating students, who are expected to become productive members
of society and move through the educational system toward the final day of graduation and a
prosperous future, will see the benefits of incorporating research-to-practice.
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Conceptual Framework
Social Justice Theory
The meaning of social justice may vary according to different definitions, perspectives and social theories. Most conceptions of social justice refer to an egalitarian society
that is based on the principles of equality and solidarity, that understands and values human
rights, and that recognizes the dignity of every human being (Zajda, Majhanovich, & Rust,
2006). Social justice promotes a just society by challenging injustice and valuing diversity,
and is a resulting aspect of all people sharing a common humanity while focusing on the right
to equitable treatment, support for human rights, fairness and equity in sharing community
resources. Where social justice is practiced and understood, people are not discriminated
against, nor do they suffer prejudice based on gender, race, sexuality, political preferences,
age, disability, social class, socioeconomic status or other known affiliates.
According to Rawls (1971), social justice is about assuring the protection of equal access to liberties, rights, and opportunities, as well as taking care of the least advantaged members of society. Thus, whether something is just or unjust depends on whether it promotes or
hinders equality of access to civil liberties, human rights, and opportunities for healthy and
fulfilling lives, as well as whether it allocates a fair share of benefits to the least advantaged
members of society.
Innovation of Diffusion Theory
Another major theory utilized in this study as a conceptual framework is the Innovation of Diffusion Theory (IDT). Rogers (1995) defined innovation as an idea, practice, or object that is perceived as new by an individual or other unit of adoption. Karmeshu, Ramen,
and Nedungade (2012) described the context of the innovation of diffusion process via the
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following four elements: innovation, communication channels, the social system, and time.
The IDT has been an extremely influential theory for people working to bring about social
change (Moseley, 2004). Moseley (2004) posited that the IDT framework proves to be flexible enough to conceptualize many kinds of social change, including change through processes of public dialogue and civic participation, change within organizations, and change
through public agenda setting and media effects.
The end result of IDT, according to the Boston University School of Public Health
(2013)
is that people, as part of a social system, adopt a new idea, behavior, or product.
Adoption means that a person does something differently than what they had
previously… The key to adoption is that the person must perceive the idea, behavior,
or product as new or innovative. It is through this that diffusion is possible.
Relevant Terms
Mental Health—a state of well-being in which an individual realizes his or her own
abilities, can cope with the normal stresses of life, can work productively and fruitfully, and
is able to make a contribution to his or her community (Gilmour, 2014).
Mental Illness—a mental illness is a condition that affects a person’s thinking, feeling or mood, and may affect his or her ability to relate to others and function on a daily basis.
A mental illness is not the result of one event. According to the National Alliance of Mental
Illness website (http://www.nami.org), genetics, environment, and lifestyle combine to influence whether someone develops mental illness.
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School-Based Mental Health Program—a school-based mental health program provides therapeutic interventions and preventions for students and their families within the
school setting with the purpose of equipping students for academic and social success.
At-Risk Student—At-risk students are described as those students who get poor
grades, cut classes, have discipline problems, or were retained (Rumberger, 2011). At-risk
students are further defined as those who are in danger of not completing high school
(Schargel, Thacker, & Bell, 2007).
Dropout—a status; individuals who are not enrolled in school and have not graduated. To drop out is an event; students quitting school before they graduate. Students can legally quit school once they have met the age requirements to attend school. Students may
stop attending school or indicate they are moving and transferring to another school, but they
never enroll anywhere again. It is a process; most students do not suddenly withdraw from
school or stop attending. Many begin to develop a pattern of attendance problems and school
failure, or social difficulties that appear long before they formally or informally withdraw
from school (Rumberger, 2011).
Resiliency—Liebenberg and Ungar (2009) defined resilience as the experience of
health under stress and the dynamic processes that contribute to positive development. They
explained that resilience is the positive end of the developmental continuum that occurs for
children who experience both acute and chronic exposure to stressors such as poverty, abuse,
war, violence, neglect, drug addictions, mental disorders, disability, marginalization, racism,
and a myriad of other ways their well-being is threatened (Liebenberg & Ungar, 2009).
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Summary
This study is based on the theoretical underpinnings of Kant’s Theory of Social Justice, Bandura’s Social Cognitive Theory, and Roger’s IDT. Social justice embraces the interpretation of social justice that is concerned with basic human rights that all people are entitled to, regardless of conditions of economic disparity or of class, gender, race, ethnicity, citizenship, religion, age, sexual orientation, disability or health (Zajda, Majhanovich, & Rust,
2006). Roger’s IDT “originated in communication to explain how, over time, an idea or
product gains momentum and diffuses (or spreads) through a specific population or social
system” (Boston University School of Public Health, 2013).
With growing accountability measures throughout the nation, schools are increasingly
trying to find ways to meet mandated standards. In an era of educational reform, the opportunity for real change is possible. Students’ emotional and behavioral problems are extreme
barriers to teaching and learning, and students with emotional and behavioral problems are
not achieving success in school. As a result, there is an urgent need for intervention and
treatment services for children and adolescents who are unidentified and therefore go untreated. The U.S. Federal Government has recognized the problem and is offering federal aid
in the form of grants to support programs based on school campuses that will not only identify but treat these children and adolescents with mental health issues whose pain and emotional distress get in the way of succeeding in the educational environment.
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CHAPTER 2
LITERATURE REVIEW
“I believe that if you show people the problems and you show them the solutions,
they will be moved to act.”—Bill Gates
This review of the literature presents a comprehensive summary of the historical and
more recent awareness of child and adolescent mental health and their educational impact.
The field of educational psychology recognizes that there are a number of issues amid the
context of teaching and learning. In the domain of educational psychology, there is a wide
range of empirical research to guide and inform educators regarding evidence-based, effective strategies, which will result in an improved educational system.
The researcher examined the rising challenges related to the increasing number of students characterized as at-risk, precisely those with mental health disorders, teachers’ perceptions of control and responsibility and their role in student achievement, as well as factors encompassing the implementation of a school-based mental health program.
The review of the literature provides the foundation for this study as it links the underlying research with conceptual understanding. In order to sufficiently support the research questions, it is important to methodically analyze current literature that contributes to
background knowledge (Pan, 2007). Essentially, a review of the literature identifies research
gaps. This literature review delves into the foundational roots of human motivation, education, and mental health among children and adolescents, social justice, and school-based
mental health programs. Reviewing the literature in education and mental health among children and adolescents was an important component in this study because both are major factors in school-based mental health programs. When looking at faculty adoption patterns, it is
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important to examine adult learning theory and change theory. In this study, the literature review examines the fundamental theory of motivation and change.
Theoretical Framework
The field of public health is multi-disciplinary in that its goal is to prevent disease and
death, promote a better quality of life, and create environmental conditions where people can
be healthy by intervening at the institutional, community, and societal levels (Boston University School of Public Health, 2013). Understanding the theories involved will allow practitioners to determine the basic causes of the public health problems and develop interventions
to target those problems.
Self-efficacy and Social Cognitive Theory
Historical background. Social cognitive theory refers to a psychological model of
behavior that emerged primarily from the work of Albert Bandura. Initially developed with
an emphasis on the acquisition of social behaviors, social cognitive theory continues to emphasize that learning occurs in a social context and that much of what is learned is gained
through observation. Social cognitive theory has been applied broadly to such diverse areas
of human functioning as career choice, organizational behavior, athletics, and mental and
physical health. Social cognitive theory has been applied extensively in understanding classroom motivation, learning, and achievement (Denler, Wolters, & Benzon, 2012).
Social cognitive theory aims to explain human behavior. Human beings, as living
organisms, are exposed to the environment. However, their behaviors cannot be explained as
a simple physical reaction to an environmental stimulus. Being exposed to stimuli from their
environment, human beings engage in multiple processes before they formulate a response to
take action (Bandura, 2001). Bandura described three types of environmental influences:
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imposed, selected, and constructed. In an imposed environment, humans have very little influence over the physical or social influences that they are exposed to. Selected and constructed environments, though, are influenced by human agency. Humans select physical
and social activities and environments after making cognitive decisions and determining
courses of action.
Social cognitive theory provides a clear foundation for classroom interventions designed to improve students’ learning.
Teacher efficacy. Teacher efficacy refers to whether he or she could make a difference in students’ learning (Protheroe, 2008). Experience is not an important factor in determining a teacher’s sense of efficacy. Hoy (2000) suggested that some of the most powerful
influences on the development of teacher efficacy were mastery experiences during student
teaching and the induction year. As a result, the first years of teaching could be critical to the
long-term development of teacher efficacy.
Self-efficacy. The concept of self-efficacy, pioneered by Albert Bandura, characterizes self-efficacy as the extent to which individuals believe they can organize and execute actions necessary to bring about a desired outcome. Self-efficacy is fundamentally concerned
with the execution of control rather than the outcome that action produces. Self-efficacy, being a kind of internal resource, can be viewed as a belief in one’s capabilities to perform a
particular task or action. According to the self-efficacy theory, a desired behavior cannot be
generated only through functional capacity, but rather involves the triggering of one’s motivational and cognitive resources, which develop through experiences. A person’s thoughts,
emotions, and actions related to a specific occurrence are under the influence of their percep-
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tion of their abilities, which determines how they handle issues. When someone does not believe they can produce desired outcomes through means of their own actions, they may not
be very willing to act. However, those with a high sense of self-efficacy will be more likely
to manage their environment successfully and set motivational goals. There is a positive and
direct correlation between a strong sense of self-efficacy and performance (Erozkan, 2014).
A groundbreaking study by Ashton in 1984 expanded the concept of efficacy (as cited
in Silverman & Davis, 2009). Efficacy would include the extent to which a teacher feels confident in his or her capability to bring about successful learning outcomes. In the study, Ashton identified two dimensions of teaching efficacy: general and personal. General efficacy is
the extent to which teachers believe their students can learn material, and personal efficacy is
the extent to which teachers believe their students can learn under their instruction.
Clarifying the perceptions of teaching efficacy, Silverman and Davis (2009) referenced the seminal review of teacher efficacy by Tschannen-Moran and Woolfolk Hoy, which
operationalized teachers’ sense of control over student outcomes in the Teachers’
Sense of Efficacy Scale (TSES)…Rather than thinking about efficacy as a proxy for a
global sense of confidence, they defined teacher efficacy as teachers' perceptions of
their resources and strategies for bringing about student behavioral and instructional
outcomes. Rather than ask, “How much can you help your students think critically?”
the TSES asks, “How much can you do to help your students think critically?”
This slight change in terminology highlights an essential issue in teacher efficacy inquiry,
suggesting that teachers’ sense of efficacy mirrors the judgments they make regarding their
capabilities given the emotional and instructional resources they can gather in a specific con-
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text. In fact, Weast (2011) stated that when teachers could take ownership of decision-making and planning, decisions were often more productive and well received. Such opportunities for empowerment have been shown to increase teachers’ sense of efficacy.
Self-efficacy, as explained by Bandura (2001), is conducive in deciding to adopt any
innovation or learning. Hence, it is important to investigate ones’ self-efficacy as a major
factor of motivation. Adoption of an innovation, usually directed by motivating circumstances and self-efficacy, provides insight and clues into motivation.
Collective efficacy. Collective efficacy, a step beyond teacher efficacy, is defined as
the perceptions of teachers in a school and the efforts of the faculty as a whole. Teachers in a
school can come to a general agreement as to how to get through to the most difficult students (Protheroe, 2008). Protheroe (2008) continued to explain that veteran educators had
most likely experienced some of the effects of a positive or negative sense of collective efficacy. Teachers in a school who display a can-do attitude and believe that together they can
make a difference are more likely to accept challenging goals and are less likely to give up
easily.
According to Brinson and Steiner (2007), a school’s strong sense of collective efficacy can have a positive impact on parent-teacher relationships since the staff is confident in
their own abilities and in their effectiveness, resulting in the welcoming of parental participation.
Based on a study by Goddard and Skrla (2006), teachers reported that less than half of
efficacy could be accounted for by factors such as the schools’ socioeconomic status level,
students’ level of achievement, and faculty experience. Their study suggested that principals
had the opportunity to build collective efficacy through the experiences they provided for
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teachers (Goddard & Skrla, 2006). One way that principals could improve teachers’ self-efficacy was to work to raise the collective beliefs of their faculty.
As a result of being involved in decisions regarding curriculum, resources, or school
improvement processes, teachers create a structure of empowerment and a sense of transparency, as well as collective efficacy. This belief in the power to reach school goals can positively carry over into the entire school culture (Weast, 2011).
Theories of Motivation
Cognitive psychologists approach motivation as a theoretical concept that can be empirically studied by defining the corresponding external indicators. DeCharms (1968) identified two distinctly different motivational states, the Origin and the Pawn. Choice is an essential element of personal causation. When an individual’s behavior is perceived as an act of
choice, it will be highly valued; when behavior is perceived as the result of external forces,
the behavior is devalued. The terms Origin and Pawn signify the differences between a high
and low feeling of personal causation, and the differences between free and forced behavior.
When an individual feels like an Origin, changes in the environment are a result or an effect
of personal behavior; feelings of personal causation are strong. If an individual feels like a
Pawn, perceiving that control is in the hands of others, or coming from the external environment, there are low feelings of personal causation, resulting in feelings of powerlessness or
ineffectiveness. The concept of personal causation is a basic assumption of intrinsic and extrinsic motivation theories (Paynter, 2004).
Herzberg (1966) developed a two-factor theory of work motivation in which people
are driven by either opportunity for self-preservation, or self-fulfillment and hygiene needs
(as cited by the Boston University of Public Health, 2013). Hygiene needs include job-related
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factors such as fair and adequate pay, job security, and supervision. The motivators, however, are related to the nature of the work itself, and include opportunities for achievement,
recognition, or job enlargement. While a lack of hygiene factors can cause job dissatisfaction,
they alone cannot motivate superior performance and effort. Hygiene factors are short-lived
and can only be a temporary relief for job dissatisfaction. Although these factors alone do not
motivate, they do bring about a sense of doing a day’s work for a day’s pay, attaching the
motivation to the reward.
It is only when workers move beyond the mindset of fair work for fair pay that they
begin to work for the nature of the work alone. This type of work requires one to use their
talents and provides for personal growth. Job enlargement, as described by Herzberg (1966),
relates to the opportunities for increased responsibility of more challenging tasks as well as
the opportunity for advancement. This could present an opportunity for a higher level of
open-ended tasks that would allow for personal growth, and bring about a feeling of increased self-worth and individuality. If workers are to achieve a sense of success, some, if
not all, of these motivators must be present.
Self-determination theory. Psychologists Deci and Ryan (2002) developed a theory
of motivation, which suggests that people tend to be driven by a need to grow and gain fulfillment. Self-determination theory is a theory of motivation and personality that addresses
three universal, innate, and biological needs—competence, autonomy, and psychological relatedness:
•! Competence—People need to gain mastery of tasks and learn different skills.
•! Connection or Relatedness—People need to experience a sense of belonging and
attachment to other people.
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•! Autonomy—People need to feel in control of their own behaviors.
Teachers experience competence when they are challenged and receive prompt feedback.
They experience autonomy when they feel supported to explore, take initiative, and develop
and implement solutions to classroom problems. They experience relatedness when they perceive others are listening and responding to them.
The dynamics of psychological need support and need obstruction have been studied
within families, classrooms, teams, organizations, clinics, and cultures using specific propositions of the self-determination theory. Deci and Ryan (2002) suggested that when people
experienced competence, connection or relatedness, and autonomy, they became self-determined and were able to be intrinsically motivated to pursue the things that interested them. If
these needs are met, people function and grow optimally. To actualize their inherent potential, the social environment needs to nurture these needs. Human beings can be proactive and
engaged or, alternatively, passive and alienated, largely as a function of the social conditions
in which they develop and function. Social support is necessary to sustain the psychological
growth that is necessary for this theory to materialize.
Innovation Diffusion Theory
Historical background. The third major theory utilized in this study as a conceptual
framework is the Innovation of Diffusion Theory (IDT). This theory sets out to explain how,
why, and at what rate a new idea spreads throughout an organization or culture. The definition of innovation by Rogers (1995) was cited by Karmeshu, Ramen, & Nedungade (2012) as
an idea, practice, or object that is perceived as new by an individual or other unit of adoption.
In the context of innovation diffusion process, there are four elements, namely: innovation,
communication channels, the social system, and time.
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Moseley (2004) believed that one of the reasons IDT was one of the most used theories in the social sciences was that Rogers had been constantly reworking and expanding the
framework, while moving his thinking in different directions. For example, Rogers applied
the concepts and successfully put them to work in international development with family
planning and in the applied fields of nutrition, education, and substance abuse.
IDT is a model used to explain how and why people adopt a new innovation, thus the
benefit of using this model for the current study. Rogers (2003) described the speed at which
an innovation is adopted within an organization, known as the rate of adoption. The decision-making process is not a quick one; there are five stages: knowledge, persuasion, decision, implementation, and confirmation (see Figure 1 below). IDT explains the rate of adoption and provides a wide lens to address systematic change at the institutional level, and a
very narrow lens to view the change within an individual. According to Straubb (2009), IDT
is a flexible framework to examine both the formal adoption initiatives and the informal
adoption processes.
Figure 1. A Model of Five Stages in the Innovation-Decision Process
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Figure 1. A model of five stages in the innovation-decision process (Rogers, 2003).
Innovation of diffusion has been an extremely influential theory for people working
to bring about social change (Moseley, 2004). Moseley (2004) posited that the IDT framework has proven flexible enough to conceptualize many kinds of social change, including
change through processes of public dialogue and civic participation, change within organizations, as well as change through public agenda setting and media effects. He points out that
the framework has evolved and expanded theoretically from models of the communication
process that tended to be linear and individual, to a more interactive model of communication
where participants create and share information to arrive at mutual understandings of new
values, new concepts, and new practices (Moseley, 2004).
Adoption is the decision to make full use of an innovation as the best course of action. According to Rogers (1995), once the decision has been made to adopt the policy or innovation, the next step is implementation, which occurs when the idea or innovation is actually put into place. Rogers (1995) suggested that potential adopters evaluate the merits of the
innovation when faced with a decision about adoption. Webster et al. (2013) described the
five stages involved in the adoption of an innovation:
An innovation is more likely to be adopted if the adopters see it as having five attributes: relative advantage, compatibility, simplicity, trialability, and observability. Relative advantage is the perception that the innovation has advantages relative to current practices the potential adopter is using. Compatibility is the perception that the
innovation is compatible with the potential adopter’s values, past experiences, and
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needs as they relate to his/her role within the context in question. Simplicity is the
perception that the innovation is easy to understand and use. Trialability is the perception that the innovation can be gradually adopted on an experimental basis, rather
than needing to be immediately adopted in full. Observability is the perception that
the innovation will produce observable results for key members of the social system.
(p. 421)
Diffusion of innovation in schools has been characterized as a four-stage process: dissemination, or planned efforts to make school districts aware of a program and encourage its
adoption; adoption, or the encouragement of districts to make a commitment to initiate a program; implementation, or interventions to assist teachers or other appropriate personnel to
deliver the program in accordance with its original design; and maintenance, or the encouragement of school administrators and teachers to continue using the program (Halfors & Gedette, 2002; Wiecha et al., 2004).
As Murrey (2009) contended, IDT is a viable theory-based framework to bridge the
research-to-practice gap in counseling. The reason for the gap, according to Murrey (2009),
is research practices, clinician attitudes, counselor training deficits, philosophical differences,
and the varying differences in the relationships among researchers and clinicians. Many research findings remain untapped, and at times go unnoticed by practitioners. It is easy to be
caught up in everyday routines and rely on the knowledge and experience of the past and
avoid or miss current information that would be relevant, applicable and result in positive
outcomes. Murrey (2009) pointed out that scholars have struggled with the issue of how to
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make counseling research become more relative to practice. The outcome of IDT is that people, as part of a social system, should adopt a new idea or behavior that is different than what
has been done previously.
Resistance to change. Educational organizations change over time due to external
pressures caused by volatile environments. It is essential to sustain the stability of schools
and give place to effective education. Hence, it is vital to contribute continuous improvement
practices with changing conditions to achieve school effectiveness and overall improvement.
Change practices in schools actually include different approaches to curriculum, management
structures, educational programs, and students and teachers having various backgrounds. In
order to adjust to these changes, it is necessary for schools to be flexible able to propose organizational strategies while faced with changing conditions (Yilmaz & Kilicoglu, 2013).
No matter how successful or administratively perfect a change may be, individuals
will make or break the change as a result of the organization’s influence. Yilmaz and Kilicoglu (2013) referred to blind resistance, political resistance, and ideological resistance as
ways of understanding the logic behind resistance to change performed in educational organizations.
Blind resistance. A few people in an organization may be afraid and intolerant of
change regardless of what it may be, and some have knee-jerk reactions to change. In educational organizations, school members can react defensively at first and not get used to the
idea of change due to the fact that the unknown is unfamiliar, uncertain, and discomforting. It
is best to provide reassurance to these individuals, and allow time to pass without putting
pressure on them. Therefore, getting used to a new idea of change in school organizations requires time; as people witness the positive change in practice, they will eventually come
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aboard. Although resistance to change can be a natural response to organizational change via
the implementation of new programs or policies, when they are implemented with clarity and
understanding, the result is potentially more successful. Diffusion among school faculty and
other stakeholders will be less resistant.
Through the implementation of school-based mental health programs, teachers and
other school faculty will be encouraged to connect with students in a way that will promote
early identification of mental health issues. One might ask, if more work is going to be required, why would teachers and faculty want to jump on board? A longitudinal study by
Armistead (2008) reported that programs that strengthen students’ social, emotional, and decision-making skills also have the potential for positive impact on their academic achievement in terms of higher standardized test scores and better grades. Effective services can promote the mission and purpose of schools as they enhance student behavior and engage students and families.
Political resistance. Organization members who resist politically think that they will
lose something of value when the change is implemented. For example, the loss of one’s
power base, position and/or role in the organization, status, size of budget, and even personal
compensation come into play. In these instances, the change agent becomes a negotiator and
the negotiation begins. Change agents are, essentially, trading something of value for something else of value. Some people also argue that change can provide long-term loss versus
short-term loss. In schools, teachers or school principals may think that implemented
changes will lead to loss of their position, power and/or role with other school members.
Ideological resistance. Intellectually honest people can disagree about organizational
change. Some may genuinely believe that the proposed change is ill-timed, will simply not
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work, and/or will cause more damage than improvement. Intellectual differences in beliefs,
feelings, or philosophies can lead to a resistance to change. For example, teachers may feel
that the proposed changes in the schools are the wrong thing to do and will violate their
deeply held values. When they feel that the planned change is uncertain, they cling to their
logical reasons why they feel as they do and resist change. Under these circumstances, the
change agent’s strategy is to gather more data and facts to bolster the case for change and to
attempt once again to assure others. In this category of resistance, intellectually honest people can be influenced through building one’s case with further documentation and sound reasoning.
Educational institutions must adapt and change over time due to outside pressures by
unstable environments around them. In order to adjust to these changes, teachers and other
faculty must be flexible (Yilmaz & Kilicoglu, 2013). Most people do not like change, especially when it causes feelings of anxiousness and incompetence. Changes in routine practices
and procedures can undermine existing knowledge and skills, and can potentially undercut
people’s ability to perform with confidence and success.
In the book Leading Change, Kotter (1996) presented eight steps in creating a guiding
coalition. When these steps are not followed, or are presented out of order, successful transformation or implementation is compromised. The steps are:
1. Establish a sense of urgency;
2. Create a guiding coalition;
3. Develop a vision and strategy;
4. Communicate the change vision;
5. To empower, a broad-based action;
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6. Generate short-term wins;
7. Consolidate gains and produce more change;
8. Anchor new approaches in the culture.
Although sequence should be followed, there are circumstances where sequence happens in groups. The leader in the organization, according to Kotter (1996), holds one of the
most important opportunities for change if they commit to planning, budgeting, organizing,
staffing, controlling, and problem-solving. Leadership defines what the future of change
looks like.
Kirkland and Sutch (2009) pointed out that a number of authors refer to first order
and second order barriers to change. First order barriers (or external barriers) are challenges
to the adoption of new practices that come about due to the environment in which the innovation is introduced. Examples of first order barriers include a lack of access to resources, lack
of time, lack of effective training, or technical problems. These barriers are separated from
internal or second order barriers, which are based more upon the perceptions and attitudes of
the people involved. These second order barriers include resistances born from a lack of confidence, negative attitudes to the change, and a lack of perceived benefits of the innovation.
These orders of barriers are highly interrelated with confidence in using new tools and are
dependent upon having access to use them; similarly, taking advantage of that access is dependent upon being confident in its application (Kirkland & Sutch, 2009).
Mental Health
There are many definitions of mental health, depending on the context in which it is
being defined. The Centers for Disease Control and Prevention (CDC) (2013) defined mental
health as “a state of well-being in which the individual realizes one’s own abilities, can cope
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with the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to the community.” The CDC (2013) went on to define mental illness as “collectively all diagnosable mental disorders” or “health conditions that are characterized by alterations in thinking, mood, or behavior (or some combination) associated with distress
and/or impaired functioning.”
Mental health exists on a continuum that ranges from mental wellness to serious psychiatric disorders. Along that continuum, children develop the capacity to cope with challenges, control their behavior, solve problems, and maintain healthy relationships
(Armistead, 2008). Up to 80 percent of children and adolescents in foster care in the United
States are thought to have serious mental health problems (Harpin, Kenyon, Kools,
Bearinger, & Ireland, 2013).
Deadly School Shootings and Mental Health Disorders
Students Eric Harris, 18, and Dylan Klebold, 17, opened fire at Columbine High
School in Littleton, Colorado on April 20, 1999. They murdered 12 students, one teacher,
and wounded more than 20 others before killing themselves.
Each spring, schools across the nation remember the Columbine attack. School safety
experts say springtime is generally a stressful time for students as they prepare for exams and
other socially stressful situations such as prom and graduation day (Toppo, 2014). According to Toppo (2014), whenever there are people under stress, there is threatening behavior.
Toppo (2014) referred to a report by M. Randazzo of Sigma Threat Management, a training
and consulting firm, who looked at 41 school attackers over the previous 26 years. Randazzo
found that there was not a good profile of the type of person who becomes a school shooter,
but there are similar patterns of behavior between shooters (Toppo, 2014). School shooters
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did not just “snap;” they planned for weeks, at times giving those around them cause for concern. For example, some wrote poems in English classes that talked about suicide or homicide.
USA TODAY reported 24 school shootings since Columbine (Toppo, 2014):
4-20-1999

Columbine High School

Eric Harris, 18, and Dylan Klebold, 17,
opened fire and killed 12 students, one
teacher, wounded more than 20, and then
killed themselves.

11-19-1999

Deming Middle School

Victor Cordova, Jr., 12, shot and killed
13-year-old classmate; he was given
two years in juvenile prison.

2-29-2000

Theo J. Buell Elem. School

A 6-year-old boy shot and killed 6year-old classmate. Boy not charged
due to his age; gun belonged to uncle.

5-26-2000

Lake Worth Community

Honor student, Nathaniel Brazill, 13,
shot and killed teacher. He was given
28 years in prison.

3-5-2001

Santana High School

Charles Williams, 15, shot and killed
two students and injured 13 others.
He was sentenced to 50 years to life in
prison.

9-24-2003

Rocori High School

John McLaughlin, 15, shot and killed
two classmates aged 17 and 15. He was
convicted of murder and sentenced to
life in prison.

3-21-2005

Red Lake Senior High School

Jeff Weise, 16, killed grandfather and
companion; went to high school
where he killed five students, a teacher,
and a security guard, then killed himself.

11-8-2005

Campbell County Comprehensive

Kenneth Bartley, 15, shot and killed
assistant principal and wounded two
others. He was found guilty of reckless
homicide and acquitted of first-degree
murder.
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8-30-2006

Orange High School

*Alvaro Castillo, 19, former student,
murdered father, shot two in school
parking lot. He was found guilty of murder and sentenced to life
without parole.

9-27-2006

Platte Canyon High School

Duane Morrision, adult, shot 16-yearold and killed himself.

9-29-2006

Weston High School

Eric Hainstock, 15, shot and killed
a principal.

10-2-2006

West Nickel Mines Amish School

Charles Roberts, 32, killed five girls
and wounded several more, then
killed himself.

4-16-2007

Virginia Tech

**Seung-Hui-Cho, 23, killed two peoplein dorm, went into academic building and killed 30 more, then killed
himself.

2-14-2008

Northern Illinois University

Steen Kazmierczak, 27, killed five students, wounded 18 others, and killed
himself.

10-26-2008

University of Central Arkansas

Four men shot and killed two
students.

2-27-2012

Chardon High School

T.J. Lane, 17, shot and killed three
students in the cafeteria.

12-14-2012

Sandy Hook Elem. School

Adam Lanza, 20, shot and killed his
mother, went to school and killed
26 people, 20 of whom were firstgraders, and killed himself.

6-7-2013

Santa Monica College

John Zawahri, 23, killed father
brother, killed three more and
wounded others; killed by police.

10-21-2013

Sparks Middle School

John Reyes, middle school student,
shot and killed teacher and wounded
two students; killed himself.

12-12-2013

Arapahoe High School

Karl Pierson, 18, shot 17-year-old
student at point-blank range then
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killed himself. Student died eight days
later in the hospital. (Same town as Columbine.)
6-5-2014

Seattle Pacific University

Aaron Ybarra, 26, shot and killed one
and injured three others; arrested.

6-10-2014

Reynolds High School

Teen killed another student, wounded
a teacher.

10-24-2014

Marysville Pilchuck High School

Two people, including gunman, are
dead.

11-20-2014

Florida State University

Gunman shot three people; killed by
police.

11-20-2104

Florida State University

Three people injured; police killed
gunman.

*Before the shootings, Castillo sent an email to the principal of Columbine High
School that read: “Dear Principal, in a few hours you will probably hear about a
school shooting in North Carolina. I am responsible for it. I remember Columbine.
It is time the world remembered it. I am sorry. Goodbye.”
**The deadliest U. S. shooting to date.
Instead of teachers having their antennas up during the springtime of the year when
remembering the Columbine event, they should be paying attention to changes in kids’ behaviors and discussing those behaviors that warrant concern with one another. Of the attackers studied, nearly all of them had seriously troubled one or more adults. These were not
kids who were invisible; they were actually on multiple radar screens (Toppo, 2014).
Not long after the shootings at Columbine, Langham (2010), a child psychologist,
wondered, “What would possess a child to pick up a gun, take it to school and mow down his
classmates?” There was very little research dealing with this topic, which led Langham
(2010) to learn as much as possible about the psychology of school shooters. In the book
Why Kids Kill: Inside the Minds of School Shooters, Langham (2010) wrote that most of the
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shooters were severely mentally ill; their defective personalities and disordered minds caused
existential rage that found its expression in mass murder. Langham (2010) described Eric
Harris, the 18-year-old shooter at Columbine, as a rage-filled, egotistical, conscience-lacking
psychopath. He described Dylan Klebold, the 17-year-old shooter at Columbine, as psychotic, suffering from paranoia, and delusional with disorganized thinking. These conditions
were not stated in any media reports, but discovered by examining 27,000 pages of records,
including Klebold’s journal.
When referring to a 17-year-old gunman in Germany who killed 16 people and then
himself, Langham (2010) said, “It would not surprise me at all if he was psychotic, psychopathic, or suffered a childhood trauma.” But, he stressed, “It’s too early to tell for sure”
(Langham, 2010). Langham (2010) acknowledged that some of these killers may have had a
fascination with violent movies and video games, easy access to guns, or suffered side effects
of psychiatric drugs. Yet, according to Langham (2010), only a few become mass murderers
under these conditions.
Strauss (2013) reported on a study called Blind spot: The impact of missed early
warning signs on children’s mental health, written by A. M. Spencer, consultant to the Center
for Children’s Advocacy. Spencer examined data from 102 case studies drawn from students
aged 12 to 16 who had been referred to an area advocacy center because of persistent school
failure, truancy, juvenile justice or other court involvement, and looked at the types of developmental and social risk factors associated with behavioral and mental health problems during early adolescence, and what kind of services students received once they had been identified as having mental health issues (as cited in Strauss, 2013).
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In the study, Spencer found that more than one in five children struggled with a mental health or substance abuse problem during any year (as cited in Strauss, 2013). However,
even though warning signs can appear as early as preschool, more than half of them receive
no treatment. She believes that there is a clear link between unaddressed mental health issues, school suspensions and expulsions, and incarceration. Spencer’s study also found that:
! Over 70 percent of students diagnosed with mental illness and behavioral health
problems by middle school exhibited warning signs by second grade.
! Almost 25 percent exhibited red flags during pre-kindergarten years, including
developmental and health issues, adverse social factors, and exposure to trauma.
! Twenty-five percent of the children studied had documented traumatic experiences in their records.
! Interrupted education, parental loss/incarceration, homelessness, foster placements, exposure to domestic violence, abuse, and other traumatic experiences can
impact children and adolescents’ mental health (as cited in Strauss, 2013).
Spencer recommended that there be more effective and earlier screening and
identification of students with early risk factors, such as prenatal exposure to drugs, history
of lead poisoning, sickle cell anemia, and a history of head trauma (as cited in Strauss, 2013).
Spencer also recommended improved collaboration between service providers, improved parent and community education about the risk factors associated with mental disorders and resources that are available, as well as training, or improved training, and accountability for
school staff and other providers (as cited in Strauss, 2013).
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Mental health is one of those topics that many Americans do not want to talk about,
except on the occasion when a public tragedy takes place. When considering the events surrounding school shooters, it is imperative that school districts understand the extent of mental
disorders and how they impact students and the school environment.
Types of Mental Health Disorders
Mental health professionals use various classifications to identify the diverse range of
mental disorders. Many adolescent mental disorders fall under the broad categories of mood
disorders, such as depression and bipolar disorder; behavioral disorders, such as various acting-out behaviors, including aggression, destruction of property, and some problems of attention and hyperactivity; and anxiety disorders, such as social anxiety disorder, obsessive-compulsive disorder (OCD), posttraumatic stress disorder (PTSD), and phobias. Many adolescents with mental disorders have symptoms indicative of more than one disorder (Murphey,
Barry, & Vaughn, 2013).
Depression is the most common type of mental disorder, and by 2020 is estimated to
be the second leading cause of disability throughout the world (CDC, 2013). Among teenagers, depression is often described as the invisible illness. Its symptoms can easily masquerade as part of the normal confusion of adolescence, a time not noted for level moods or stable
behavior. In 2013, more adolescent females than males (aged 12 to 17) reported having a
major depressive episode in the previous year, and “the rate for females was more than three
times the rate for males” (Office of Disease Prevention and Health Promotion, 2015).
Suicide, the greatest consequence of untreated depression, is the third leading cause
of death among ages 10 to 24 years (Fox, Eisenhower, McMorris, Pettingell, & Borowsky,
2013). In 2013, females had a lower suicide rate than males. The rate for males was more
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than 3.5 times higher than the rate for females. Unfortunately, the suicide rate for the total
population increased by 16.7% between 2003 and 2013 (Office of Disease Prevention and
Health Promotion, 2015).
In the researched district, suicide is a major concern. In 2015, Georgia became the
14th state to enact the Jason Flatt Act, which helps to raise awareness about and prevent suicide among educators and students (Miller, 2015). The Act requires educators to receive two
hours of suicide training per year. Georgia’s statistics on suicide and depression, a leading
cause of suicide, are near national averages. In the Georgia 2013 Youth Risk Behavioral
Survey, 28 percent of high school students said they had experienced feelings of hopelessness and sadness for a constant period of two weeks or greater during the past 12 months;
that compares with 30 percent nationally. Among Georgia students, 14.3 percent said they
had seriously considered suicide in the past 12 months, versus 17 percent nationwide. Additionally, 8.8 percent said they had attempted suicide in the past year, compared with 8 percent nationally. Among youths 15 to 24 years old, there are about 100 to 200 attempts for
every completed suicide (Miller, 2015).
Early identification of behavioral indicators and potential risk factors can serve as opportunities for effective intervention. Strengthening communities, enhancing social support,
and improving the specific skills of youth and their parents are all part of an overall effort to
promote the well!being of all youth (CDC, 2009b).
Symptoms and Causes of Mental Health Disorders
The Office of Disease Prevention and Health Promotion (2015) referred to the following as causes and symptoms of mental health disorders:
! Use/abuse of drugs and/or alcohol;
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! Inability to cope with daily problems and activities;
! Changes in sleeping and/or eating habits;
! Excessive complaints of physical ailments;
! Defying authority, skipping school, stealing, or damaging property;
! Intense fear of gaining weight;
! Long-lasting negative moods, often accompanied by poor appetite and thoughts of
death;
! Frequent outbursts of anger;
! Changes in school performance, such as getting poor grades in spite of good effort;
! Loss of interest in friends and activities they usually enjoy;
! Significant increase in time spent alone;
! Excessive worrying or anxiety;
! Hyperactivity;
! Persistent nightmares or night terrors;
! Persistent disobedience or aggressive behavior;
! Hearing voices or seeing things that are not there (hallucinations).
The precise cause of mental disorders is not known, but the research suggests that a
combination of factors including heredity (genetics), biology, psychological trauma, and environmental stress, may be a determining factor as to whether or not a person will be born
with a mental disorder or develop a disorder. The following is a description of the basic
causes of mental disorders according to the Substance Abuse and Mental Health Services
Administration (SAMHSA) (2014):
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The Adverse Childhood Experiences (ACE) Study demonstrates that “stressful or
traumatic childhood experiences such as abuse, neglect, witnessing domestic violence, or growing up with alcohol or other substance abuse, mental illness, parental
discord, or crime in the home (which we termed adverse childhood experiences—or
ACEs) are a common pathway to social, emotional, and cognitive impairments that
lead to increased risk of unhealthy behaviors, risk of violence or re-victimization, disease, disability and premature mortality.”
Heredity (genetics). Many mental disorders run in families, suggesting that the disorders, or more accurately, a vulnerability to the disorders, might be passed on from parents
to children through genes.
Biology. As in adults, many disorders in children have been linked to abnormal functioning of particular brain regions that control emotion, thinking, perception, and behavior.
Head traumas can also sometimes lead to changes in mood and personality.
Psychological trauma. Some mental disorders might be triggered by psychological
trauma such as severe emotional, physical, and/or sexual abuse, or an important early loss,
such as the loss of a parent, and neglect.
Environmental stress/violence exposure. Stressful or traumatic events can trigger a
disorder in a person with a vulnerability to a mental disorder. Consistent evidence indicated
that youth exposed to violence are more likely than their non-exposed peers to develop disorders and that students' exposure to violence, particularly family violence, is more strongly associated with the onset and persistence of psychological disorders than others (Green et al.,
2014). In their study, Green et al. (2014) asserted that boys typically report higher rates of
physical violence or witnessing violence, while girls more often report sexual violence. The
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most frequent reported form of violence was witness violence, followed by peer violence,
family violence, and sexual violence. Prior studies indicated that boys are more likely to receive mental health services than girls. Repeated studies demonstrated that students exposed
to violence are at substantially increased risk for poor academic and psychological outcomes
(Green et al., 2014).
Figure 2. Important factors contributing to children’s mental health include the following:
Biological

Environmental

Psychological

Genetics (Heredity)

Dysfunctional family

Trauma

Infections

Social stressors

Abuse

Prenatal damage

Substance abuse

Neglect

Significant life changes

Adverse Childhood
Events

Poverty. Growing income inequality and mental health challenges for young people
have now been termed the millennium morbidity to signal the ongoing problematic link between poverty and mental health. And, as a result, the ongoing relationship between poverty
and mental health is the most critical youth issue at both global and national levels (Tilleczek, Ferguson, Campbell, & Lezue, 2014). Tilleczek, Ferguson, Campbell, and Lezue (2014)
go on to cite the American Heritage Dictionary’s definition of poverty as a “lack of the
means of providing material needs or comforts.” However, the U.S. Federal Government has
an official definition of poverty that is used to count the poor and to determine eligibility for
means-tested benefits and services (Yoshikawa, Aber, & Beardslee, 2012). To meet the federal poverty rate guidelines, the income of a family of one would be $11, 670 annually, and
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for a family of eight the family income would be $40,900. For each family member, the government adds an additional $4,060 to the annual income (U.S. Department of Health and Human Services, 2014).
In 2013, 19.9 percent of children in the United States were living in poverty. However, the poverty rate for African-American children was 36.9 percent, while the rate for Hispanic children was 30.4 percent, and 10.7 percent for White children. A staggering 45.8 percent of related children living in a female-headed family with no spouse present were living
in poverty. That is more than four times the rate of children in married-couple families (U.S.
Department of Health and Human Services, 2014). This means that they live in households
with income below the federal poverty line. And another 20 percent of children live in
households that are considered near poor (Yoshikawa, Aber, & Beardslee, 2012).
Data received from the U.S. Census American Community Survey and reported by
Georgia Family Connection Partnership (n.d.), estimated the poverty rate for the researched
county at 23.3 percent, which was higher than the state rate of 19.2 percent. Even more revealing was the fact that 31.7 percent of children in the researched area live in poverty. Data
also showed that 30.6 percent of children in the same county live in single-parent family
households (Georgia Family Connection Partnership, n.d.).
The majority of children in America's public schools now are in the low-income status, which has major implications for the future of the nation's workforce. The share of
school kids who qualify for free or reduced lunches crossed the 50 percent threshold in 2013,
according to a recent Southern Education Foundation report; that compares to fewer than
32% back in 1989.
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Parent and Child Stress. Parental response to living in poverty and economic hardship can be associated with a depressed mood and family problems, leading to a higher rate
of disorganized attachment in early childhood, inconsistent discipline during childhood and
adolescence, and unfortunately to adolescent distress. School factors such as classroom positive climate and effective instructional practices are less likely to be experienced by children
living in poverty. These characteristics of school environments have been linked to subsequent social adjustment and behavior problems (Yoshikawa, Aber, & Beardslee, 2012). The
perception by adolescents that their parents have financial difficulties has been directly associated with aspects of adolescent mental health, suggesting that poverty can have strong, direct effects on adolescent mood, and indirectly associated with the parent-adolescent relationship. Adolescent awareness of parental financial hardship can cause feelings of shame and
inferiority.
Mental health influences schooling via sets of feelings, stigmatizations, isolation, and
disengagement. Feelings of competence, coherence, autonomy, and agency are often compromised for young people with mental health challenges at a time when they are required
for social and academic negotiations (Tilleczek, Ferguson, Campbell, & Lezue, 2014). In order to promote the best possible outcomes for students, there is a tremendous need for early
identification and treatment of mental health disorders. School difficulties may be a sign of
emerging or unrecognized mental disorders and impact not only their ability to be successful
in school, but also the ability of the teacher to effectively reach and teach all students. The
impact of mental disorders on school success and academic achievement in the areas of at-
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tendance, perceived competence, concentration, academic achievement, and grade completion are documented by the National Center for Mental Health Checkups at Columbia University (Armistead, 2008).
Substance Abuse. Langas, Malt, and Opjordsmoen (2011) explained that substance
abuse or dependence develops in the course of repeated substance use. The amount of substance use necessary varies with age, genetics, and other risk factors. In adolescents, the
brain regions involved in the process of executive control and motivation are still incompletely developed. As a result, repeated drug use in adolescents lead to long-lasting brain
changes, which undermine voluntary control, hinder brain maturation, and make the brain
susceptible to the development of further substance use disorders. Early drug use is associated with substance abuse and predicts later mental disorders. Langes, Malt, and Opjordsmoen (2011) pointed out that when patients were heavy users of psychoactive substances, it was challenging to assess their psychiatric symptoms, which may be independent
of their substance use, caused by intoxication or withdrawal, or an unexpected effect of the
substance used. Substance abuse disorders often go hand in hand with mental disorders.
Mental disorders are also often associated with other negative emotional and behavioral patterns in adolescents, such as impaired relationships, lower academic performance, a
higher risk of unprotected sex, teen pregnancy, and increased involvement with the juvenile
justice system. The single most disturbing potential consequence of adolescent mental disorders is suicide—the third leading cause of death among 10 to 24 year olds in the United
States. Although suicide can have multiple causes, 90 percent of adolescents who commit
suicide had a diagnosable mental disorder, and up to 60 percent of them were suffering from
depression at the time of their death (Armistead, 2008).
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The relationship of poverty to substance abuse seems to have cumulative effects.
Chronic exposure to poverty increases adolescents’ risk for mental health disorders such as
depression and behavioral risks such a substance abuse, poor academic achievement, and an
increase in behavior problems (Tilleczek, Ferguson, Campbell, & Lezue, 2014).
Special Education
With the passage of the Individuals with Disabilities Education Act (IDEA) amendments in 1997, and the publication of the Final Regulations in March 1999, changes have
been made in policies governing special education. Particularly, school personnel are required to formally address strategies that will be employed for students with disabilities who
have significant behavioral problems (Buck, Polloway, Kirkpatrick, & Patton, 2000). Functional behavioral assessments and behavior intervention plans are important elements in determining how to proceed when students exhibit unacceptable behaviors that can easily be
mislabeled or misinterpreted.
For the purpose of special education, the question usually asked is, “Is the behavior
related to the disability?” Has the disability impaired the student’s ability to refrain from
particular actions or behaviors? One of the main goals is to prevent misapplication of disciplinary actions; because of a disability, expectations cannot be met and the students as well
as teachers become frustrated.
Children and adolescents with mental health issues who go undiagnosed are often labeled and put into a special education class. Why? Is it because it is much easier to label a
child with a disability than to treat a mental health issue? One of the reasons it is easier to
qualify a student for special education, for example, is that educators are trained on the signs
and symptoms of disabilities related to education. They are not, however, trained to target
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and identify students with a mental disorder. The following are sample descriptions of students with no record of receiving special education services:
! Anxiety, depression, information processing problems and academic delays;
! Phobia, Obsessive-Compulsive Disorder (OCD) and high rate of absenteeism;
! Severe disruptive behavior, multiple suspensions and attentional problems;
! Genetic disorder with elevated levels of anxiety, disruptive behavior, poor anger
management, slow processing speed;
! Disruptive behavior, anger management problems, and truancy with reading and
math deficits;
! Truancy, distractibility, attentional problems, multiple suspensions, and reading
and math and writing difficulties;
! Disruptive, defiant behavior with multiple suspensions, attentional problems with
academic difficulty since first grade;
! Attentional issues, multiple suspensions for disruptive behavior, severe attendance
problems, expulsion for possession of marijuana;
! Defiant behavior, multiple suspensions, poor organizational skills, reading
comprehension, math computation and problem-solving difficulties;
! Identified with attentional problems in second grade, severe attendance problems,
disruptive behavior, distractibility, difficulty with math;
! High rates of absenteeism in kindergarten, disruptive behavior, multiple
suspensions, ongoing attendance problems, reading and writing difficulties;
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! Identified in kindergarten but did not show discrepancy between ability and
achievement, impulsive, disruptive behaviors, multiple suspensions, auditory
memory problems;
! Exited from preschool due to excessive absences, attention and conduct problems
in kindergarten, defiant, disruptive behavior, difficulty in all academic areas;
! Excessive absences in kindergarten, question of school phobia with continuing
absences resulting in two full years of lost education by the eighth grade.
Spencer (2013) pointed out in the study Blind spot: The impact of missed early warning signs on children’s mental health that one-fourth of the cases in the study did not show
evidence of eligibility for special education services. A closer look at records of these students indicated that most had academic difficulties and delays, combined with disruptive, defiant behavior, multiple suspensions, school avoidance and truancy problems. Many had formal mental health diagnoses, and their records included a history of psychiatric hospitalizations.
Barriers-School district data. System funding for special education in the researched district reported on FTE in 2014 allotment for 9,547 students, with 1,482 being
served through special education services. For the years 2014 and 2015, there were differences in students served for particular areas of disability (Georgia Department of Education,
2014):
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Area of Disability

Fiscal Year 2014

Fiscal Year 2015

111

129

121

120

MID = Mild Intellectual Disability

59

53

MoId = Moderate Intellectual Disability

29

27

OHI = Other Health Impairment

296

273

SDD = Significant Developmental Delay

168

148

SI = Speech-Language Impairment

290

297

408

397

1482

1444

AUT = Autism
BL = Blind
D = Deaf
DB = Deafblind
EBD = Emotional and Behavioral Disorder
HH = Hard of Hearing

OI = Orthopedic Impairment
PID = Profound Intellectual Disability

SID = Severe Intellectual Disability
SLD = Specific Learning Disability
TBI = Traumatic Brain Injury
VI = Visual Impairment
TOTAL

In all areas, there was a reduction in the number of students served except Autism and
Speech – Language Impairment. Children with ASD can also develop mental disorders such
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as anxiety disorders, attention deficit hyperactivity disorder (ADHD), or depression. Research showed that people with ASD are at higher risk for some mental disorders than people
without ASD (National Institute of Mental Health, 2015). With this in mind, and the fact that
Autism disorders have increased in the researched district, there is reason to explore the implementation of school-based mental health services.
Diagnosis of Mental Health Disorders in Children and Adolescents
Murphey, Barry, and Vaughn (2013) described adolescence as a time when many
mental disorders first arise. They pointed out that more than half of all mental disorders and
problems with substance abuse (such as binge drinking and illegal drug use) begin by age 14,
and three-fourths of these difficulties begin by age 24 (Murphey, Barry, & Vaughn 2013).
Although it is difficult to get an accurate estimate of the number of adolescents who have diagnosable mental disorders, the National Alliance of Mental Illness website (http://nami.org)
suggested that 20 percent of adolescents have a diagnosable mental disorder. Depression is
the single most common type reported by adolescents, and is often accompanied by other
mental disorders (CDC, 2013). In 2011, more than one in four, or 29 percent of, high school
students in grades 9-12 who participated in a national school-based survey reported feeling
sad or hopeless almost every day for two weeks or longer during the past year—a red flag for
possible clinical depression (Murphey, Barry, & Vaughn, 2013).
A large part of a child’s life is spent in school, which means that teachers play an
important role in all areas of children’s development (Smith, 2014). Schools are an essential
first line of defense in combating mental health problems, especially since children and adolescents spend much of their time in an environment with skilled and caring professionals
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who have the opportunity to observe and intervene when a student exhibits signs of a problem. Failing to provide early identification, intervention, and referral services can possibly
result in serious consequences, such as school failure, alcohol or other drug use, problems
with relationships, violence, and suicide (Haggard, Allen, Chamberlain, & Bauer, 2007).
In an attempt to reduce violence in schools, the White House, through Vice President
Joe Biden, unveiled Project Aware, or Advancing Wellness and Resilience in Education as
part of President Obama’s administrations’ comprehensive plan to protect schools and communities from gun violence (Klein, 2013). The intention of the project was to provide funding to train teachers and other adults to recognize children who may be suffering and in need
of mental health services. As a result of the tragedy at Sandy Hook Elementary School, President Obama announced several executive actions and legislative proposals that would address gun control, school safety, and mental health issues. The plan would give $15 million
for training teachers and other adults who interact with youth to detect and respond to mental
disorders in children and adolescents, and to guide them toward treatment. Another $40 million would help school districts work with law enforcement, mental health agencies, and
other local organizations to ensure that students with mental health issues would be referred
to the appropriate service agency. The White House also proposed $50 million to train social
workers, counselors, psychologists, and other mental health professionals through stipends
and tuition reimbursement. To finance state-based strategies that would identify youth aged
16 to 25 with mental health and substance abuse issues and get them care, another $25 million was proposed. Finally, $25 million will help schools offer mental health services designed to combat trauma, anxiety, and improve conflict resolution (Klein, 2013).
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The following are examples of school districts who have received grants from Project
AWARE:
County of Maricopa Osborn School District #8 (AZ) $396,780. The County of
Maricopa Osborn School District #8 will implement a nationally recognized and sciencebased model, Positive Behavior Intervention and Support (PBIS), as the primary theoretical
foundation. Each school will build upon an established PBIS leadership team to expand implementation to all three tiers of the PBIS model within their specific school community. School-based counselors will provide individual and group therapy as part of the Tier II
and Tier III components of a complete schoolwide PBIS program. In an effort to focus on
building strong behavioral skills early on, the project will utilize the child therapy program
Dinosaur School for reducing disruptive and aggressive behavior and increasing pro-social
behaviors. The project will utilize both the classroom and small group therapy intervention
to build a prevention component and respond to the needs of students requiring intensive behavioral and emotional intervention. This evidenced-based program will be delivered by the
school-based counselors.
Calhoun City Board of Education (GA) $394,458. The Calhoun City Board of Education will implement a project that will expand and improve the counseling services for
students in grades K-5. The main goals of the project include improving the quality of the
school counseling program for students, increasing the quantity of comprehensive school
counseling services, and decreasing the number of discipline referrals. The project will reduce ratios of students to counselors and school social workers and make the overall counseling services more comprehensive in scope by fully implementing the American Counselor
Association’s (ASCA) National Model.
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Waco Independent School District (TX) $399,584. The main goals of the Waco
Counseling Project are to build a district-wide foundation to provide a safe environment that
promotes learning and positive development for all students and develop individual, classroom-based, and family involvement interventions that meet student needs. These goals are
to be accomplished through the implementation of prevention and early intervention programs that promote effective counseling practices, foster and expand in-service training and
skills development, and encourage greater parent and community involvement in school support services. The program objectives used to achieve these goals focus on improving youth
social/behavioral and academic skills, increasing healthy behaviors, and improving teachers’
knowledge and skill in developing social-emotional competency in students. While introducing evidence-based curriculum to the students at the five target schools will provide an increase in building resiliency, building infrastructure through the development of procedures,
protocols, data collection, training, and referral linkages will provide much needed wraparound services to the families of Waco ISD. The goals of the program include improving
social and behavioral skills, increasing use of healthy behaviors, improving academic performance, increasing teachers’ knowledge of mental health issues, and creating a lasting infrastructure for mental health and student support services.
Rattan Public Schools (OK) $254,042. Rattan and Moyers public schools will collaborate with outside agencies to implement a comprehensive school counseling program. This program will feature the Social Emotional Learning for Life approach to improving student behavior and academic performance. The schools will share four mental health
experts who will spend a majority of their time in small groups or one-on-one counseling ses-
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sions. The Department of Human Services, the Choctaw Nation of Oklahoma, and the Rattan City Police will serve as major partners in the project. The project will be constructed to
include extensive and constant feedback and evaluation. The plan will lead to a year by year
improvement in student academic performance, decrease in behavior referrals, increase in
community collaboration, and increase in parental involvement in children’s development.
Meigs Local School District (OH) $379,397. Meigs Local School District will collaborate with a variety of community agencies to implement a comprehensive school and
community response to address the mental health needs of youth and families in the community. The project is a multi-level, multi-strategy initiative that seeks to reduce risk factors
and enhance protective factors based on a public health framework. The proposed interventions are evidenced-based model programs, and incorporate strong evaluation and quality improvement components. The goals of the project are to address mental health needs of students by implementing the Ohio Collaboration Model for School Success, implementing the
SAMHSA model program Project SUCCESS, implementing the SAMHSA model program
Creating Lasting Family Connections, and implementing the SAMHSA model program Positive Behavior Intervention Support.
Barriers to Offering Mental Health Services
Historically, school-based mental health services were primarily provided to students
who qualified for special education services. However, research is showing that more
recently, schools are expanding mental health services for all students as part of a coordinated health program (West, Rubin, Moore, Adelsheim, & Wrobel, 2007). Schools offer
such services as alcohol and other drug use treatment, case management, individual and
group counseling, and referrals to community mental health systems and providers. Other
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reasons discussed by West et al. (2007) are environmental characteristics, such as lack of office space or crowded classrooms, frequent turnover in personnel, a lack of knowledge of
mental health and cultures, difficulty engaging families, and academic demands resulting
from the No Child Left Behind accountability mandates.
Murphey, Barry, and Vaughn (2013) posited that most children and adolescents with
mental disorders (between 60 and 90 percent) do not seek out or receive the services they
need. Many adolescents may not seek treatment due to the societal stigma associated with
mental disorders. Also, parents, school officials, and medical providers often miss opportunities to address the prevention and early identification of mental disorders. Other barriers
include services that are poorly coordinated between schools, primary health providers, and
social service agencies. Although most adolescents are insured, there are often restrictions by
insurers on coverage for particular services as well as a shortage of providers with specific
expertise in adolescent mental health and mental disorders (West et al., 2007; Murphey,
Barry & Vaughn, 2013). Stigma, according to Bowers, Manion, Papadopoulos, and
Gauvreau (2012), was the largest barrier for assessing mental health services. When students
have limited knowledge of mental health, there is an increase in perceived stigmatized views.
Another common barrier is the belief that parents would deny the issue and/or peers would
react negatively; therefore, parents might reject the idea of assessing mental health needs.
Unfortunately, adolescents feel that there is a stigma within the mental health field among
providers. Some parents, however, are afraid that mental health screening in schools could
stigmatize or label students (Smith, 2014).
Haggard et al. (2007) concluded that there were many barriers reported by schools,
providers, and parents. Each of the stakeholders noted barriers with other stakeholders. The
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schools were most concerned about the availability of services and parents’ willingness to
approve services. Providers were most concerned about the school’s culture of providing
services, and how it clashed with their own culture of service provision. Parents were most
concerned with being able to locate, access, and afford appropriate services for their children.
Cultural barriers impacted Spanish-speaking and Latino families, and may explain why mental health services and supports are underused.
Langley, Nadeem, Katoaka, Stein, and Jaycox (2010) proposed that the four main
barriers to the implementation of a school-based mental health program include competing
responsibilities, parent engagement, logistics, and support from administrators and teachers.
Evidence-Based Practices
Current research, as Haggard et al. (2007) reminded us, describes many children in
the United States as in need of mental health services, and schools are said to be the largest
provider of such services. The best practices of providing mental health services in schools,
or any environment, include the coordination of a continuum of care that ranges from prevention to treatment of severe and chronic problems, emphasizing cultural competence, incorporating the individual and family voice into services and supports, and using best practices that
are supported by research. Unfortunately, and contrary to best practices, services are generally provided based on available funding instead of need, which typically produces fragmented and overlapping services.
The New York City Department of Education offers a school-based mental health
program aimed at eliminating barriers to academic achievement. Project HOPE offers counseling services to schools as well as on-site mental health programs, such as STARS (Screening the at-risk), AT Risk for middle and high school teacher training, Early Recognition and
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Screening Program, presentations and trainings for staff and families, and the NYC TEEN
Website, which engages teens in dealing with mental health issues.
The following are programs and curriculums that have been implemented to alleviate
issues related to mental health:
MindSet: Working to create a culture of prevention, the MindSet training curriculum
is for education and mental health professionals who provide services for potentially aggressive individuals. M. M. Silver developed the program in order to meet the needs of those
seeking a program for the prevention and management of aggressive behavior.
MasterMind: Empower yourself with mental health was implemented as a pilot program in a Seattle, Washington middle school class of 30 students with high satisfaction ratings (Tacker & Dobie, 2008). MasterMind provides students with a “toolbox for mental
health” by creating a safe environment for discussion of mental health and emotionally
charged topics by increasing student knowledge of mental health issues. Instructional materials address topics identified through needs assessments. The program combines instruction
and written exercises with peer-teaching-peer group activities.
SHAPE: India has a program that trains lay people who are school health counselors
to promote physical and mental health and to screen for vision, weight, and bullying. Wholeschool interventions and one-on-one counseling are used (Smith, 2014).
Nystrom Counseling, LTD (2014) placed clinical mental health providers at a community school to provide therapeutic services to students who have a mental health diagnosis.
The school-based therapist meets regularly with school personnel to collaborate on the needs
of students. Parental and/or guardian involvement is encouraged and recommended.
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A System-of-care approach, or philosophy, provides a framework for youth, families,
schools, and community partners to design and implement individualized services and supports that help children and youth with serious emotional disturbances and their families to
achieve personal goals. Systems-of-care facilitate the identification and early referral of
youth who require services that will increase school performance, reduce suspensions, improve school attendance, and decrease school mobility (Sebian, Mettrick, Stephen, Lever, &
Weist, 2007).
Below is a sample listing of the National Registry of Evidence-based Programs and
Practices aimed at intervening in issues that children and adolescents face (SAMHSA, 2014):
National Registry of Evidence-based Programs and Practices
Intervention Title

Description

AMIkids Personal Growth
Model

The AMIkids Personal Growth Model (PGM) is a comprehensive approach to treatment for 10 to 17-year-old
youth who have been adjudicated and, in lieu of incarceration, assigned to a day treatment program, residential treatment setting, or alternative school or who have
been assigned to an alternative school after failing in a
conventional school setting.

Children of Divorce Intervention Program (CODIP)

The Children of Divorce Intervention Program (CODIP)
is a school-based preventive intervention delivered to
groups of children ages 5-14 who are dealing with the
challenges of parental separation and divorce.
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Cognitive Behavioral Intervention for Trauma in Schools
(CBITS)

The Cognitive Behavioral Intervention for Trauma in
Schools (CBITS) program is a school-based group and
individual intervention designed to reduce symptoms of
posttraumatic stress disorder (PTSD), depression, and
behavioral problems; improve peer and parent support;
and enhance coping skills among students exposed to
traumatic life events, such as community and school violence, physical abuse, domestic violence, accidents,
and natural disasters.

Family Spirit

Family Spirit is a culturally tailored home-visiting intervention for American Indian teenage mothers—who
generally experience high rates of substance use, school
dropout, and residential instability—from pregnancy
through 36 months postpartum.

Georgia Project AWARE (Advancing Wellness and Resilience in Education)

Increases awareness of mental health issues among
school-aged youth; provides training in Youth
Mental Health First Aid, which connects children,
youth, and families who may have behavioral health
issues with appropriate services.

Interpersonal Psychotherapy for Interpersonal Psychotherapy for Depressed Adolescents
Depressed Adolescents (IPT-A) (IPT-A) is a short-term, manual-driven outpatient treatment intervention that focuses on the current interpersonal problems of adolescents (aged 12-18 years) with
mild to moderate depression severity.

Kognito At-Risk for High
School Educators

Kognito At-Risk for High School Educators is a 1-hour,
online, interactive gatekeeper training program that prepares high school teachers and other school personnel to
identify, approach, and refer students who are exhibiting
signs of psychological distress such as depression, anxiety, substance abuse, and suicidal ideation.
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Model Adolescent Suicide Prevention Program (MASPP)

The Model Adolescent Suicide Prevention Program
(MASPP) is a public health oriented, suicidal-behavior
prevention and intervention program originally developed for a small American Indian tribe in rural New
Mexico to target high rates of suicide among its adolescents and young adults.

New Moves

New Moves is a school-based physical education (PE)
intervention aimed at preventing weight-related problems in adolescent girls by increasing their physical activity, improving their body image and self-worth, and
improving their diet.

Parents as Teachers (PAT)

PAT is an early childhood family support and parent education home-visiting model. Families may enroll in
Parents as Teachers beginning with pregnancy and may
remain in the program until the child enters kindergarten.

PAX Good Behavior Game
(PAX GBG)

The PAX Good Behavior Game (PAX GBG) is an environmental intervention used in the classroom with
young children to create an environment that is conducive to learning. The intervention is designed to reduce
off-task behavior, increase attentiveness, and decrease
aggressive and disruptive behavior and shy and withdrawn behavior.

Peaceful Alternatives to Tough
Situations (PATTS)

Peaceful Alternatives to Tough Situations (PATTS) is a
school-based aggression management program designed
to help students increase positive conflict resolution
skills, increase the ability to forgive transgressions, and
reduce aggressive behavior.

Primary Project

Primary Project (formerly the Primary Mental Health
Project, or PMHP) is a school-based program designed
for early detection and prevention of school adjustment
difficulties in children 4-9 years old (preschool through
3rd grade).
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QPR Gatekeeper Training for
Suicide Prevention

The QPR (Question, Persuade, and Refer) Gatekeeper
Training for Suicide Prevention is a brief educational
program designed to teach "gatekeepers"—those who
are strategically positioned to recognize and refer someone at risk of suicide (e.g., parents, friends, neighbors,
teachers, coaches, caseworkers, police officers)—the
warning signs of a suicide crisis and how to respond by
following three steps:
1)! Question the individual's desire or intent regarding suicide;
2)! Persuade the person to seek and accept help;
3)! Refer the person to appropriate resources.

Responding in Peaceful and
Positive Ways (RiPP)

Responding in Peaceful and Positive Ways (RiPP) is a
school-based violence prevention program for middle
school students. RiPP is designed to be implemented
alongside a peer mediation program. Students practice
using a social-cognitive problem-solving model to identify and choose nonviolent strategies for dealing with
conflict.

Ripple Effects Whole Spectrum Ripple Effects Whole Spectrum Intervention System
Intervention System (Ripple Ef- (Ripple Effects) is an interactive, software-based adapfects)
tive intervention for students that is designed to enhance
social-emotional competencies and ultimately improve
outcomes related to school achievement and failure, delinquency, substance abuse, and mental health.

Steps to Respect: A Bullying
Prevention Program

Steps to Respect: A Bullying Prevention Program is a
school wide intervention designed to prevent bullying
behavior and counter the personal and social effects of
bullying where it occurs by promoting a positive school
climate.
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Students Taking A Right Stand
(STARS)
Nashville Student Assistance
Program

The Students Taking A Right Stand (STARS) Nashville
Student Assistance Program (SAP) is based on an employee assistance model and provides comprehensive
school-based prevention services for students in kindergarten through 12th grade.

Too Good for Drugs

Too Good for Drugs (TGFD) is a school-based prevention program for kindergarten through 12th grade that
builds on students' resiliency by teaching them how to
be socially competent and autonomous problem solvers.

Virginia Student Threat Assess- The Virginia Student Threat Assessment Guidelines (Vment Guidelines (V-STAG)
STAG) is a school-based manualized process designed
to help school administrators, mental health staff, and
law enforcement officers assess and respond to threat
incidents involving students in kindergarten through
12th grade and prevent student violence.

Zippy's Friends

Zippy's Friends is a school-based mental health promotion program for children in kindergarten and first grade
(ages 5-7). It is typically conducted with entire classrooms of children in mainstream elementary schools.

Benefits of Mental Health Services
School-based mental health centers provide promising solutions to the nationwide
problem of high school dropout, helping students tackle the many barriers that may not only
impede their health and well-being, but also their chances for completing high school (Center
for School, Health, and Education, 2015). The Center for School, Health, and Education
(2015) promoted the concept that school-based mental health programs have the capacity to
impact the social and health obstacles that derail students from educational attainment
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through programs and policies that can benefit every student in the school, and in communities where social inequalities are pronounced. As a result, the potential of a school-based
mental health program to reduce health and educational disparities becomes even more powerful, given that school dropout is the number one predictor of future health, well-being, and
economic stability. The National Alliance of Pupil Services Organization (2005) described
the effectiveness of school-based mental health services as follows:
•! School-based prevention and youth development programming can positively influence a diverse array of social, health, and academic outcomes.
•! Expanded school mental health services in elementary schools have been found to reduce special education referral and improve aspects of school climate.
•! School-based mental health programs for elementary school children experiencing severe emotional and behavioral difficulties have demonstrated reductions in conduct
disordered behavior, attention deficit/hyperactivity, and depression.
•! Career development strategies that are implemented by school counselors serve to
prevent school drop out.
•! The combination of case management and the task-centered approach is an effective
intervention to reduce school failure.
•! Programs will help children develop non-violent problem-solving skills.
•! Results are better anger management skills and a reduction in school violence among
male students.
•! Bullying and victimization were significantly decreased.
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A 2007 study found that school-based mental health center users receiving mental
health services had significantly lower GPAs than non-users in the beginning of the study,
and then a steeper increase in GPA over five semesters than non-users (Armistead, 2008).
Faculty Perceptions of Education Issues
Public schools are the one resource to which all children have access and are expected
to attend on a regular basis regardless of socioeconomic status and background, with schools
being expected to address any issue that interferes with learning, which can include mental
health issues (Haggard et al., 2007). Mental health functioning is increasingly acknowledged
as a vital component of effective learning and academic success for all students in schools
(Carlson & Kees, 2013).
Today’s principal does not reflect what the principals of the 1960s, 1970s, or 1980s
looked like. They are no longer considered to be a building manager, but instead aspire to
lead, to be team builders, coaches, and agents of change. With the changes in expectations,
insufficient training, and lack of support that principals feel they receive from their school
district, many believe that the job is no longer sustainable. They feel unprepared for the demands that current leadership positions hold. No longer are principals only tasked with ensuring compliance and enforcement along with managing conflict, but they are responsible
for student outcomes as well (Alvoid & Black, 2014).
The American School Counselor Association (2009) defined the role of the professional school counselor as “address all students’ academic, personal/social, and career development needs by designing, implementing, evaluating, and enhancing a comprehensive
school counseling program that promotes and enhances student success.” Typically, the role
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of the counselor goes above and beyond the defined role by the ASCA to include such responsibilities as clerical and administrative duties, curriculum development, testing, advising
teachers, record-keeping, and even disciplinary functions.
The National Association of Education (NAE) (2010) reported that teachers were facing problems in the classroom ranging from overcrowding, technology, bullying and cyberbullying, a lack of parental involvement, low salaries, funding, the Child Nutrition reauthorization bill, and the No Child Left Behind mandates. Understanding the perspective of teachers can be useful for researchers and school psychologists advocating for increased implementation of evidence-based interventions in school settings (Reineke, Stormont, Herman,
Puri, & Goel, 2011).
There are plenty of ongoing problems in education. However, according to Weiss
(2013), and cited by Strauss (2013), the national coordinator for the Economic Policy Institute, the greatest of all problems facing schools is poverty. Poverty, which has long been the
biggest obstacle to educational achievement and attainment, is an extremely important issue
in our society, as we now are required to educate all students, all of which are expected to
graduate. This paradigm shift will require new policies to address the 21st century reality that
a large number of students who live in poverty have a disability or are English language
learners.
Stakeholders Involved in the Mental Health Services
As schools respond to the needs of students, stakeholders must be identified and engaged in the planning process to establish a clear vision for student mental health services.
Stakeholders in a school-based mental health program include students, social workers,
school psychologists, school nurses, school counselors, graduation interventionists, parents,
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teachers, principals, school board members, school health service staff, community health
service providers, elected officials, families of students, and members of the judicial entities.
In the Health and Well-Being of Children: A Portrait of States and the Nation from
2011-2012, Georgia was compared to the nation for the health and well-being of children
(National Center of Health Statistics, 2012). Considering indicators that could possibly lead
to mental health disorders, the following shows how Georgia compares nationally:
INDICATOR

EXPLANATION

NATIONAL STATE
%
%

Child Health Status

In excellent or very good health.

84.2

85.3

Risk of Developmental
Behavioral Problems

Ages 4 months to 5 years determined
to be at moderate or high risk based
on parents’ specific concerns.

26.2

28.4

Missed School Days

Ages 6-17 who missed 11 or more days
of school in the previous year.

6.2

3.6

Developmental
Screening

Ages 10 months to 5 years who received
a standardized screening for
developmental or behavioral problems.

30.8

40.8

Mental Health Care

Ages 2-17 with problems requiring
counseling who received mental
health care.

61.0

53.0

School Engagement

Ages 6-17 who are usually or always
engaged in school.

80.4

81.6

Repeating a Grade

Ages 6-17 who have repeated at least
one grade.

9.1

9.6

Resilience

Ages 6-17 who usually or always stay
calm and in control when faced with
a challenge.

64.7

66.0

Adverse Childhood

With one or more adverse childhood
experiences in their lifetime.

47.9

48.9

Neighborhood

Living in neighborhoods with poorly
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Conditions

kept or rundown housing.

16.2

14.7

(National Center of Health Statistics, 2012)
Summary
There are many factors that contribute to mental disorders and mental health. However, when students are identified at an early age and stage of mental disorder, there is a
higher likelihood that they can live a normal and productive life. When looking at the causes
and effects of mental health, it is obvious that children and adolescents who suffer from mental health issues cannot, except for that rare and very resilient child or adolescent, make
school a first priority.
Mental disorder is not a topic often spoken of inside the school building, at least not
until there is a suicide, or another major event that gains the attention of everyone. When
teachers are properly trained on how to collaborate with a team of specialists who can all
contribute to the wellness and academic success for students, they will feel more confident
and qualified. As it is, pre-service teachers do not receive appropriate, if any, mental health
training before they enter the classroom.
School counselors and school psychologists are responsible for testing, as well as
various other administrative duties, which keep them from being able to do what they are
more qualified or trained for. As a nation, we continue to try to understand and make excuses for why students are not being successful in the educational environment. Educators,
teachers in particular, struggle to reach those students who lack the ability or motivation to
succeed academically, or simply to engage in the educational process. In an effort to meet
federal mandates, such as those imposed by the No Child Left Behind Act, classroom teachers struggle to maintain the confidence in their ability to reach all students.
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It is understandable, and expected, that some students learn and succeed at different
levels and that some students are just not interested in school. As the excitement that young
children have as they enter school for the first time begins to fade, sometimes going unnoticed until it is too late, we scramble to find ways to keep them long enough to graduate and
not count negatively against the school or district.
Educators, the community, and parents are aware that there are many problems and
peer pressures that our children and youth face in today’s society. But, the extent of the
problem is what needs to be addressed. The school is expected to fix the problems that children and adolescents bring with them as they muddle through their school days. One entity
blames another for the problems, and nothing is ever really resolved.
Educators are overwhelmed with trying to keep up with changes and mandates in curriculum resulting from legislations that are enacted to improve students’ success. Therefore,
teachers do not need any extra “busy” work. However, when school-based mental health
programs are implemented properly and educators understand that this particular innovation
will help them meet their goals, they are less opposed. When evidence-based practices are
properly funded and strategically implemented, teachers will be able to reach and teach students, who in return will be academically successful, potentially improving teacher efficacy.
If schools are going to meet the needs of all students, they are going to have to look at
the 20 percent who have some type of mental health issue. The relationship and collaboration of school staff and mental health professionals has often been problematic due to the tension over the proper role of each specialist. Many times, there are simply differences in ideologies, cultures, and goals. While it may prove to be a difficult task, all stakeholders must
collaborate on the most effective ways to address barriers to student learning. Obviously,
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schools alone cannot be effective if all stakeholders do not work together toward a shared vision.
Historically, the belief has been that schools are not the best place for mental health
professionals to treat students. However, considering that transportation can often be a barrier in rural areas, and the idea that school is where students spend most of their day, it is reasonable that this would be the most logical place for students who have been identified as
having a mental health issue to be treated. As research indicates, when evidence-based programs are implemented with shared responsibility and collaboration toward a common goal,
teacher and student success are very likely to be the result. In school-based mental health
centers, the benefits can be documented in the improved well-being of the students, showing
that the collaborative efforts are invaluable. Teachers will be able to teach and students will
be able to learn; school safety will become less of a concern, and mandates will be more
likely to be met.
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CHAPTER 3
METHODOLOGY
Grounded in the theoretical perspective of Social Justice Theory (Zajda, Majhanovich
& Rust, 2006), Social Cognitive Theory (Bandura, 1997) and Innovation Diffusion Theory
(Rogers, 1995), this study explores the faculty perceptions of the needs and benefits of a
school-based mental health program in a rural district. This study provides an opportunity
for faculty to discuss whether or not they perceive there is a need for mental health services
in schools, and what benefits would be the result of a school-based mental health program.
As schools are required to develop school improvement plans that meet federal and state
mandates aimed at improving school effectiveness, school-based mental health services will
offer an opportunity to help meet certain school improvement goals.
Research Questions
The following research questions guided this study:
1.! What student mental health services are perceived to be helpful to students with
mental health problems, and what are teachers’ experiences in these programs?
2.! What are the faculty perceptions of the roles and responsibilities of the stakeholders of a school-based mental health program?
3.! What are the barriers to implementing and sustaining a school-based mental
health program?
4.! How can the mental health services program be better implemented and sustained?
5.! What are the perceived benefits of mental health services in school?

69"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
6.! Is there a significant difference in the perceptions of mental health services
among teachers, counselors, social workers, school psychologists and administrators?
Research Design
A research design is a plan for collecting evidence that can be used to answer a research question (Vogt, 2007). A mixed method design in this study was chosen to generate
data that can be handled both quantitatively and qualitatively. The mixed method approach,
a means of mixing different methods, originated in 1959 when Campbell and Fisk used multimethods to study validity of psychological traits. By encouraging other researchers to use
the multimethod matrix to examine multiple approaches to data collection, field methods
such as observations and interviews were combined with traditional surveys (Creswell,
2009). Realizing that there are limitations in all methods of study, researchers felt that biases
could be cancelled out or neutralized by mixing methods. As a result, the concept of triangulating data sources was introduced.
For purposes of this study, a survey was used with interviews of selected participants,
which could produce evidence to be handled either quantitatively or qualitatively. A survey
can be used to provide a quantitative or numeric description of trends, attitudes, or opinions
of a population by studying a sample of that population, of which the researcher generalizes
or makes claims about the population (Creswell, 2009). When we use qualitative research as
a means to really understand some event or peoples' lives, we are trying to create a vivid picture in others' minds that reflects that which we are studying; what better way to show others
what/who we study than by actually showing them? Photographs and videos can be excellent
ways to disseminate qualitative data (Deacon, 2000).
70"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
For this study, the researcher took videos or pictures of students who were in the
midst of an episode in the school setting. Data were retrieved from YouTube videos on the
internet to make more of an impact and to enhance the surveys and interviews, visually
showing characteristics of what mental disorder looks like in the classroom and/or educational setting. An advantage of using the YouTube videos is that it takes the place of direct
observations, therefore negating the need for seeking permission of subjects in a school setting. By creating a video, others can see the vivid picture that the surveys and interviews
cannot show—the settings they are studying, the people involved (with their permission of
course), the events that occur, and the situations they experience. For example, there are
documentaries such as Waiting for Superman, where viewers can take a look at the journey
of promising students in a school where their academic growth potential is limited, or movies
such as Freedom Writers, which depicts a group of at-risk students who are inspired by a
teacher to work hard and live their dreams. The documentary We Are the People We’ve Been
Waiting For looks at education on a global scale during times of shifting paradigms, and
poses the challenge to come up with solutions for public education in today’s world, which
appropriately fits the context of this study.
Setting and Participants
This study examined teachers’, administrators’, counselors’, social
workers’, and school psychologists’ perceptions of a mental health program in a rural school
district in the southern part of the United States. The researched district has five high
schools, four middle schools, seven elementary schools, four primary schools, one alternative
school, an emotional/behavioral program, and a college and career academy. There are
10,063 students and 1,184 employees in this district. There is high poverty and a high rate of
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homelessness in the county. The percentage of students receiving free and reduced lunch is
57.94 percent.
Email invitations were sent to all schools inviting all faculty members to participate
in the study. Over 800 participants had the opportunity to get involved in the study. Surveys
were delivered to and completed by the research participants. Because the survey instrument
was delivered in person at faculty meetings, a high rate of participation was expected. The
qualitative interview participants were randomly selected from a pool of volunteers at each
site where the surveys were completed. After the quantitative surveys were completed, participants were asked if they would like to be interviewed. The participants were asked to
provide their name, school and position, and contact information.
Protection of Human Subjects
In order to protect human subjects, the researcher requested Institutional Review
Board approval (IRB) as well as approval from the local school district in which the study
took place. Informed consent was secured from all participants in the survey and the interviews. All data were kept confidential, and participant anonymity was maintained throughout the study. To ensure anonymity, all surveys and interviews were kept in a secure location
until all data collection and analysis were completed. Once data collection and analysis were
complete, all information obtained from participants was destroyed.
Instruments
The instrumentation used during this process consisted of a researcher-developed
quantitative survey modified from the Mental Health Needs and Practices in Schools Survey
(See Appendix B). The instrument was researcher-constructed with reference to current literature. It was tested for satisfactory validity and reliability before use, as explained below.
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The second instrument for this study was a researcher-developed interview protocol
for the collection of qualitative data. There are five sections to the interview (See Appendix
A). The first section explored the need for mental health services in school. The second
section examined the perceptions of offering mental health services in school. The third section addressed perceived barriers to implementing and sustaining a mental health program in
school. The fourth section examined the perceived benefits of providing mental health services in school. The fifth section allowed faculty members to provide their opinion on the
perceived need and benefits of having a school-based mental health program for students.
The use of open-ended questions provided an opportunity for participants to inform the research with their beliefs about whether or not a school-based mental health program is necessary or beneficial.
Validity of Instrument
To establish the validity for the survey instrument, a panel of eight faculty members
from throughout the district were solicited to establish content validity. Panel members include those in positions of classroom teacher, counselor, social worker, school psychologist,
and administrator. Once the panel was selected, they were asked to determine if the survey
and interview questions had the correct content to address the research questions. The panel
was asked to review the appropriateness of the language of each question, and to examine the
organization of the survey items included in the instrument to ensure clarity. Any changes in
wording or vocabulary, question order, or overall structure was based on recommendations
by the panel members, which resulted in a uniform interview protocol.
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Reliability
Reliability refers to consistency of either measurement or design (Vogt, 2007). Researchers using the design to study the same phenomena should arrive at the same conclusion
or the same evidence. Data collected from the pilot study as a result of validity testing was
statistically analyzed. Cronbach’s alpha was used to test if the instrument was consistent in
the data collection process (Creswell, 2009).
Data Collection Procedures
The participants were invited to complete the surveys at a mandatory staff meeting
previously scheduled by the administrator. The researcher attended faculty meetings at each
school in order to ensure maximum participation. The participants were invited to participate
with the assistance of the researcher who provided access to study participants at various research sites. For this study, data were collected through the use of surveys, each of which
was relevant to the participant’s role in the research topic. The researcher was present during
the collection of the surveys. Upon completion of the surveys, the participants placed their
completed surveys in a box.
Research Variables
The Dependent Variables used in this study include:
1.! Faculty perceptions as a result of faculty survey responses.
2.! Faculty perceptions as a result of faculty interviews.
The Independent Variables used in this study include:
1.! Faculty status: teachers, counselors, school social workers, school psychologists
or administrators.
2.! Gender: As identified on the survey.
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3.! Faculty Age: As identified on the survey.
4.! Faculty Race: As identified on the survey.
5.! Faculty years in education profession: As identified on the survey.
6.! Faculty school level: As identified on the survey.
7.! Faculty academic degree earned: As identified on the survey.
Data collected in this study were entered into an SPSS spreadsheet for analysis. Demographic data were displayed by descriptive statistics: means, standard deviations and percentages. The purpose of this analysis was to examine the perceptions of teachers, counselors, school social workers, school psychologists, and administrators toward mental health
services. Additionally, this study explored whether there is a significant difference in the
perspectives of the groups surveyed regarding the school-based mental health service program.
To answer Research Question 1, data relating to student mental health issues were analyzed by using descriptive statistics of means and standard deviations. Ratings higher than
the mean of 3 (out of a 5-point scale) were considered as agreeable responses.
To answer Research Question 2, data relating to faculty roles and responsibilities of
mental health services were analyzed by using descriptive statistics of percentages. Rating
outcomes higher than 50% were considered as agreeable responses.
To answer Research Question 3, data relating to the barriers of student mental health
services were analyzed by using descriptive statistics of means and standard deviations. Ratings higher than the mean of 3 (out of a 5-point scale) were considered as agreeable responses.
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To answer Research Question 4, qualitative data from the open-ended questions were
reviewed by examining the general trends and patterns that emerged from the responses of
the research participants.
To answer Research Question 5, data relating to the benefits of student mental health
services were analyzed by using descriptive statistics of means and standard deviations. Ratings higher than the mean of 3 (out of a 5-point scale) were considered as agreeable responses.
To answer Research Question 6, the quantitative data were analyzed by section to determine if there was any significant difference in the perceptions of student mental health services among teachers, counselors, school social workers, school psychologists and school administrators. The faculty perspectives were compared by the use of Analysis of Variance
(ANOVA) followed by a Post Hoc test to determine any significant difference among the
sub-groups in the survey. The significance level was set at .05.
Limitations
One limitation of the study was accuracy and reliability on the self-reported surveys
and interviews. The reality of the data was also dependent upon the honesty and openness of
the research participants. Due to the demographics in the district and that the only participants who agreed to be a part of the qualitative interviews were women, all participants were
female. Another limitation was the uneven distribution of the subgroup size i.e., regular
teachers, special education teachers, counselors, school psychologists, school counselors and
administrators.
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Summary
The methodology is one of the most important elements of any research study. The
intent of the survey and interview for this study was to assure the gathering of valid and reliable data that would answer each research question. After all, the goal is to analyze data that
will answer the research questions (Vogt, 2007).
A quantitative method was employed for this study. The researcher used the survey
design to gather data to answer the research questions. The survey questions were supplemented by structured interviews to collect data for triangulation (See Appendix A).
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CHAPTER 4
FINDINGS
The research findings regarding faculty perspectives on the need for mental health services are presented in this chapter. Data collected from both quantitative and qualitative sources
were synthesized to provide evidence that addresses each of the research questions.
Quantitative Research Instrument
The quantitative research instrument was designed in seven sections, with each section
corresponding to one of the research questions. Section One of the survey focused on the demographics of the respondents. The participants selected their responses from a series of questions that prompted them to select the appropriate answer from a list.
Table 4
Demographic Profile of Research Population (N = 130)
____________________________________________________
Gender
N
%_
Male
17
86.9
Female
113
3.1
Total
130
100.0
Table 5
Demographic Profile of Research Population (N = 130)
____________________________________________________
Age
N
%
22-29
2
1.5
30-39
25
19.2
40-49
47
36.2
50+
56
43.1
Total
130
100.0
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Table 6
Demographic Profile of Research Population (N = 130)
_____________________________________________________
Race
N
%
White
126
96.9
American Indian
2
1.5
Asian
1
.8
Other
1
.8
Total
130
100.0_
Table 7
Demographic Profile of Research Population (N = 130)
_____________________________________________________
Number of Years in Education
N
%
6-10
3
2.3
11-15
4
3.1
16-20
65
50.0
20+
58
44.6
Total
130
100.0
Table 8
Demographic Profile of Research Population (N = 130)
________________________________________________________________
Highest Degree Earned
N
%_
Bachelors
16
12.3
Masters
59
45.4
Specialist
46
35.4
Doctorate
9
6.9
Total
130
100.0_
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Table 9
Demographic Profile of Research Population (N = 130)
________________________________________________________________
Position
N
_%
Regular Education Teacher
83
63.8
Special Education Teacher
29
22.3
School Psychologist
2
1.5
School Social Worker
3
2.3
Counselor
4
3.1
Administrator
9
6.9
Total
130
100.0
Table 10
Demographic Profile of Interview Participants
________________________________________________________________________
Position
Years Experience
Degree
Gender
Race___
01 School Psychologist
20
Specialist
Female
White
02 School Counselor
12
Specialist
Female
White
03 Special Ed Teacher
24
Specialist
Female
White
04 School Counselor
11
Doctorate
Female
White
05 Administrator
17
Doctorate
Female
White
06 Special Ed Teacher
20
Masters
Female
White
07 School Social Worker
17
Masters
Female
White
08 School Psychologist
23
Specialist
Female
White
09 Administrator
0
Specialist
Female
White
10 Regular Ed Teacher
20
Masters
Female
White
11 Regular Ed Teacher
10
Masters
Female
White
12 School Social Worker
1
Bachelors
Female
White
In Sections Two, Four, Five and Six, a five-point continuum was used where ‘5’ was an
indication of “Strongly Agree,” and ‘1’ was an indication of “Strongly Disagree.” There was a
midpoint of ‘3’ in the continuum, which signified a “Neutral” position. Therefore, any score
above the mean of ‘3’ showed a positive association with a particular question, idea, or concept.
Any score below the mean of ‘3’ indicated a weaker or more negative reaction to a particular
question, idea, or concept. Section Three focused on the participants’ perceptions of Roles and
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Responsibilities relating to specific actions implemented in a school setting. The options for selecting a response reflected the position held in a school setting. Section Seven of the survey allowed the participants to answer either “yes” or “no” and the opportunity to give their perspectives by answering an open-ended question relative to Question 5 of the survey. The following
paragraphs report on the results of the Cronbach’s alpha on the pilot test data and the real research data.
Cronbach’s alpha of Section Two, Experiences, was .989 in the Pilot Study, which is an
excellent rating for internal consistency. In the Pilot Study, Section Three, Roles and Responsibilities, had a rating of .678. Section Four, Needed Programs and Supports, had a rating of .981,
Section Five, Barriers, was rated at .887, and Section Six, Benefits, was rated at .906 during the
Pilot Study the Cronbach’s alpha of Section Three was low, but acceptable.
In analyzing the research data, the Cronbach’s alpha was .904 in Section Two of the
study, Experiences. Section Three, Roles and Responsibilities, had a rating of .740, Section
Four, Needed Programs and Supports, had a rating of .933, Section Five, Barriers, had a rating
of .784, and Section Six, Benefits, had a rating of .856. The strongest reliability for the instrument resulted from sections Two, Four, and Six. In Section Two, the results were quite strong at
.904 internal consistency. Although not as high as during the pilot study, this is still an excellent
rating. Section Four, Needed Programs and Supports, had an excellent internal consistency value
of .933, but again was not as high as the alpha value in the Pilot Study, .981. Finally, Section
Six, Benefits, had an internal value consistency of .856, which is considered a very good rating.
Again, the rating in the pilot study was slightly higher at .906. The Cronbach’s alpha coefficient
for the research instrument for questions 7-78 had an overall acceptable alpha value of an internal consistency of .83 (see Table 3).
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Qualitative Faculty Interviews
To gain a deeper understanding of the participants’ feelings and perceptions of student
mental health services, interviews were conducted via telephone with a total of 12 respondents,
two from each of the identified positions in the district. The qualitative data for this project has
proven to be very insightful. The format and structure of the interviews mirrored the quantitative
survey. To review the faculty interview questions and protocol, see Appendix A.
The interview questions revolved around the main themes of the quantitative instrument.
The interview consisted of ten questions. Questions 1 through 3 focused on mental health services and the need and benefit of such services. Question 4 solicited the training that teachers
have or have not received to prepare them to work with students who have mental disorders.
Question 5 asked the respondents to describe their experience working with students and their
mental disorders. Question 6 asked the respondents to specify whose responsibility they believe
it is to ensure that students with mental disorders are served at school. Questions 7 and 8 asked
if there are barriers that get in the way of students’ access to mental health services and barriers
that impede the implementation of a school-based mental health program. Question 9 addressed
the perceived benefits of student learning due to specific mental health programs. Finally, Question 10 allowed the respondents to explain how mental disorders impact teaching and learning.
Two people were randomly selected from each position for a total of 12 interview participants. The demographic data for the interview participants (two regular education teachers, two
special education teachers, two school psychologists, two school counselors, two school social
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workers and two administrators) are displayed in Table 3. Due to the demographics in the district, all participants were female. The years of experience in education ranged from 11 years to
25 years of teaching.
Examination of the Research Questions
Research Question 1: What student mental health services are perceived to be helpful to students with mental health problems, and what are teachers’ experiences in these programs?
Analysis of the data collected from the quantitative survey items Q7–Q24 and Q45–Q54
generated the results to address Question 1. The question was intended to examine the participants’ perceptions of programs or supports that are needed to help students with mental health
issues and their experiences with these programs. Of the 130 participants, all had experience
with students who have behavioral or emotional issues.
In order to determine the most frequent behaviors exhibited by students and what programs were perceived to be the most needed, Descriptive Statistics was utilized to determine the
mean responses of the survey participants in each identified program. For survey items Q7–Q24
and Q45–Q54, the scale ranges from ‘5’ being the highest score to ‘1’ being the lowest score.
In Section Two, teachers responded to 12 of the 18 questions with an average rating
above four. This indicates that the teachers have had experiences in working with students with
various mental health issues. The student behavior that the teachers had most experience working with was hyperactivity (Q17, M=4.808), followed by disruptive behaviors (Q15, M=4.700).
The teachers also had good experience in working with students who were defiant (Q10,
M=4.523), students with family difficulties such as divorce or a death in the family (Q16,
M=4.523), students who had anxiety (Q8, M=4.431), aggression (Q7, M=4.400), and peer pressure (Q18, M=4.362), students who had been neglected or suffered from deprivation (Q22,
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M=4.262), students who had adjustment issues (Q23, M=4.169), students who were homeless or
transient (Q20, M=4.131), and students who had bullied other students (Q9, M=4.015). Results
of the analysis also indicated that the teachers acknowledged an overall above average experience in working with students who were depressed (Q11, M=3.954), students who had been victims of bullying (Q24, M=3.869), students with a social phobia (Q19, M=3.585), students who
had used alcohol or drugs (Q21, M=3.308), students who had practiced self-harm (Q14,
M=3.431), students who had suicidal thoughts (Q12, M=3.431), and students who had a friend or
relative who committed suicide (Q13, M=3.192).
The goal of these survey items was to determine if teachers had any experience working
with students who exhibited mental health problems. The values described indicate that teachers
had a great deal of experience in working with students who have experienced mental health issues while at school. The higher the value, the higher the amount of experience faculty had
working with students with mental health issues.
When asked what were the most needed programs or supports to combat these problems
in schools, all 130 teacher participants overwhelmingly concurred that all of the programs and
supports in the survey were needed. The survey asked participants to choose on a five-point
scale, with ‘5’ being “Strongly Agree,” ‘1’ being “Strongly Disagree,” and a “Neutral” interval
point of ‘3’. In this section, the participants strongly agreed that the most needed program was
an intervention program for children with externalizing problems (Q46, M=4.423). The second
highest value was for ongoing monitoring for students with mental health issues (Q54,
M=4.400). Programs needed continued to be rated high on the scale, with early intervention programs rating at Q48, M=4.385, early screening and referral programs rating at Q49, M=4.315,
administrator support rating at Q51, M=4.315, crisis planning and support rating at Q52,
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M=4.262, staff training and coaching on mental health issues rating at Q50, M=4.146, bullying
programs rating at Q47, M=4.146, adequate support programs rating at Q45, M=4.139, and, in
last place, but still with an above average rating, the implementation of programs as they were
intended, rating at Q53, M=4.115. See Table 7 in Appendix C.
The final piece of evidence to address Research Question 1 came from the qualitative interview participants. Of the 12 qualitative interviews, all 12 interviewees had experience working
with students who had some type of mental health issue. Interviewee I stated:
Mental health services are absolutely needed in my school. As a teacher, I had students
who suffered from a variety of mental health issues. I had some who had anxiety disor
ders and any negative comments or an overload of work or a simple test would send them
into a tailspin. I had other students who took antidepressants and were hospitalized after
harming themselves through cutting or eraser burning.
Interviewee G stated, “I do believe that mental health services are needed in the school
system. I feel that in order for students to be successful academically, then they must first be
healthy emotionally and physically.”
When asked if mental health services were needed in school, Interviewee B replied:
Yes, mental health services are needed in my school. It is a big responsibility to teach
the whole child. Teachers have very little, if any, training in teaching a child with mental
health issues which result in the student being labeled ‘bad’ or unmotivated and deemed
unsuccessful in academics and social skills. We all know that the effect of a student who
is ignored or criticized in his/her earlier education years tend to drop out of school, be
come addicts, and some contemplate suicide. We need services in place to create hope
and support for our students with mental health issues.
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Interviewee H believed that schools need mental health services because school has become so academically focused that issues that were once noticed by teachers now go unnoticed
and fester. She went on to point out that teachers often fail to realize how important mental
health and behaviors are to academic success. Interviewee H reminded us that families are not as
involved and encouraging as in the past.
It was also the opinion of Interviewee D that mental health services are needed in school.
An increase in DFCS reports and suicidal threats point to the need for such a support service. As
a school counselor having a caseload of more than 550 students, it makes it impossible to offer
intensive counseling services. Many families will not follow through with private therapy, for
numerous reasons. Interviewee D believed that if services could be provided at the school, most
parents would be open to their child receiving such help. Interviewee L stated, “Mental health
services are needed in my school. Bullying is prevalent, which can create anxiety and depression. There are cutters and teens who attempt suicide.”
Research Question 2: What are the faculty perceptions of the roles and responsibilities of the
stakeholders of a school-based mental health program?
The quantitative survey items Q25–Q44 responded to Question 2. Participants were
asked to choose the position they felt should take on the role and have the responsibility of particular student mental health duties. The choices were regular education teacher, special education teacher, school counselor, school psychologist, school social worker, and the other option
was that it was not a role for the school. Many responses were very clear in stating who the participants thought should be responsible for providing the duties.
A greater percentage of participants (58.5%) agreed that it was the responsibility of the
school psychologist to perform screening of students for mental health problems, while 48.5%
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believed that it was the role of the social worker to provide health services for children. Over
half of the participants (51.5%) believed that it was the responsibility of the school psychologist
to conduct behavioral assessments, while 60.8% felt that it was the
regular education teacher’s responsibility to monitor student progress. Among the participants,
38.5% believed that the provision of early intervention program services should be the responsibility of the regular education teacher, and 20.8% believed that the special education teacher
should provide early intervention program services. They were also split in their opinions on
who they thought should be responsible for consultation with teachers and parents. Of the participants, 28.5% believed that the school counselor should consult with teachers and parents, while
20.8% believed that the responsibility should lie with the school psychologist. It was very clear
that 65.4% of the participants believed that assessment for emotional or behavioral problems
should be the responsibility of the school psychologist. Over sixty percent (62.3%) agreed that
student behavior management consultation with parents should be the responsibility of the school
counselor, while 68.5% thought that curriculum-based classroom guidance programs should be
the responsibility of the school counselor as well. When responding to who should be responsible for case management, the participants were split, with 34.6% believing that the special education teacher should be responsible and 40.0% believing it should be the responsibility of the
school social worker.
When the survey items involved counseling or intervention, the participants felt this was
the responsibility of the school counselor. Fifty percent believed that crisis intervention is the
responsibility of the school counselors, 71.5% felt it was the school counselor’s responsibility to
provide individual counseling, and 75.4% felt it was the school counselor’s responsibility to pro-
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vide group counseling. Participants were split when expressing their thoughts on who was responsible for trauma counseling. Almost forty percent (38.5%) believed that it was the responsibility of the school counselor to provide trauma counseling, while 26.9% believed it was the responsibility of the school psychologist. Medication management was considered by 63.8% of
the participants as not being a role for the school. Almost sixty percent (58.5%) of participants
felt it was the responsibility of the classroom teacher to provide classroom and school-wide positive behavior supports. Over thirty percent (33.3%) felt that the special education teacher should
have the responsibility of providing functional behavior assessments and intervention planning,
while 23.8% felt it should be the responsibility of the school psychologist. Finally, regarding the
referral to specialized school-based services, 26.2% of participants believed the referral was the
responsibility of the regular education teacher, 24.6% believed it was the responsibility of the
school counselor, and 23.1% believed it was the responsibility of the school psychologist (See
Table 6 for Descriptive Statistics in Appendix C).
Data from the interviews showed that there is agreement that parents have the ultimate
responsibility of ensuring that their child’s mental health needs are met. However, when parents
are unable to meet this responsibility, it was agreed that the school should take the responsibility
to ensure that the child receives services. It was clear that the interviewees did not want the responsibility, as they did not feel they were properly trained to meet the mental health needs of
students.
As Interviewee B, the school counselor noted,
I believe that anyone in our school building should be responsible in assuring students’
mental health needs are met. The responsibilities may look different for a teacher as it
does for a counselor, psychologist, and social worker. With the right training, teachers

88"
"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
can recognize signs of mental health issues and report to the counselor. The counselor
can then seek counsel from the social worker and/or psychologist as to how the needs of
students with mental health issues can be met.
Another interviewee stated, “As educators and administrators, we do not have the education or credentialing to help students in need; only professionals in mental health services have
the expertise to deal with them.” When asked who should be responsible for students’ mental
health needs, one of the school psychologists responded,
I ultimately believe that it is the parent’s responsibility. Unfortunately, that is the prob
lem. We have enough mental health providers. Students are not consistently taken to ap
pointments. Therefore, they are on and off of medications. This can cause them more
harm than not going at all. If the services were provided at school, it would be
consistent.
Interviewee D believed that “Parents should be held to the highest level of accountability.”
While Interviewee C agrees with Interviewee D that parents should be the first to be accountable,
Interviewee C went on to say, “First, the parents and pediatrician, but sometimes they are either
unaware or may be incapacitated themselves and need help with where to start.” Interviewee I
felt that “It is the responsibility of psychologists and counselors to help make sure that students’
mental health needs are being met. However, without adequate psychologists and counselors in
each building, they cannot be faulted.” See Table 13, Condensed Version of Roles and Responsibilities, in Appendix C.
Research Question 3: What are the barriers to implementing and sustaining a school-based
mental health program?
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To address this question, the data collected from quantitative survey items Q55–Q66
were analyzed with Descriptive Statistics. Survey items asked the participants to choose what
they felt were barriers to implementing a school-based mental health program. A five-point rating scale was used, ranging from ‘5’, or Strongly Agree, to ‘1’, or Strongly Disagree, with a
Neutral interval of ‘3’.
Participants’ survey responses indicated that they either strongly agreed or agreed that all
except one of the choices are barriers to implementing and sustaining a school-based mental
health program. An insufficient number of school mental health professionals (Q56, M=4.469)
was rated the highest as the number one barrier to implementing and sustaining a school-based
mental health program. Other barriers were lack of funding for school-based health services
(Q62, M=4.431), lack of adequate training for dealing with children with mental health needs
(Q55, M=3.746), gaining parental cooperation and consent (Q58, M=4.085), and competing priorities taking precedence over mental health services, such as fear of losing academic time (Q64,
M=4.039). There was strong agreement that the stigma associated with receiving mental health
services (Q59, M=3.885) was a barrier to implementing and sustaining a school-based mental
health program.
Participants agreed that referral options in the community were a barrier to implementing
and sustaining a school-based mental health program, and so was difficulty identifying children
with mental health needs (Q55, M=3.746). They also agreed with the idea that mental health issues were not considered a role for the school (Q63, M=3.546), while the language and cultural
barriers in working with culturally diverse students and families (Q60, M=3.462) was a barrier.
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However, participants disagreed that academic demands stemming from the No Child Left Behind mandate was a barrier to implementing and sustaining a school-based mental health program (Q66, M=1.885). See Table 14 below.
Table 14
Descriptive Statistics for Programs and Supports (N=130)
___________________________________________________________________________
Questions
Mean
SD
___________________________________________________________________________
Aggregate total for this section
Q45 Adequate support programs are needed to help
4.139
1.140
students with mental health problems .
Q46 Intervention programs for children with externalizing
4.423
.979
problems are needed to help students with mental
health problems.
Q47 A bullying program is needed to help students with
4.146
.899
mental health problems.
Q48 Early intervention problems are needed to help
4.385
.761
students with mental health problems .
Q49 Early screening and pre-referral programs are needed
4.315
.924
to help students with mental health problems.
Q50 Staff training and coaching on mental health issues are
4.146
1.100
needed to help students with mental health problems.
Q51 Administrator support is needed to help students
4.315
.881
with mental health problems.
Q52 Crisis planning and support is needed to help students
4.262
.840
with mental health problems.
Q53 Implementation of existing programs as intended is
4.115
.912
needed to help students with mental health problems.
Q54 Ongoing monitoring for students with mental health
4.400
.868
needs is needed to help students with mental health
problems.
According to the interviewees, resources including time, money, and personnel were
cited as the greatest barrier to implementing a school-based mental health program. Other concerns were legal issues that might arise through the provision of services, stigma, buy-in from the
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stakeholders, the willingness of administration to serve students in this capacity, as well as the
parents being willing to participate.
Interviewee I, a former teacher and now an assistant principal, believed that a lack of
availability and teachers who do not understand mental disorder who might think a student is just
trying to skip class when there is more going on are barriers to accessing mental health services
in school. According to Interviewee F, barriers result from students not being referred, the family not being interested, or the family not being able to get services. Interviewee F also saw a
lack of room in the schedule and counselors already being overworked and having no time to implement another program as barriers to implementing mental health services in school. Interviewee H believed that buy-in from stakeholders and teachers’ lack of understanding of mental
health, its importance, and how it directly affects academic success are barriers to implementing
mental health services as well. According to Interviewee L, “Parents are a barrier and also other
students. There is a stigma to mental health that ‘crazy’ people are the ones who need help. Students might feel embarrassed or also don’t know that they can access help.”
Research Question 4: How can the mental health services program be better implemented and
sustained?
Survey item Q81 generated data for analysis in providing the answer to Research Question 4. Participants were asked to give their opinion explaining how they felt mental health services could be better implemented and sustained. Of the 130 participants, 60 responded to the
survey item. The responses were summarized into four categories: 1) Staff development for
teachers and training for parents, 2) Funding, 3) Support, and 4) Communication.
Staff Development
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Teachers’ responses to staff development in the student mental health service programs
are summarized and cited in the following paragraphs. One teacher expressed the consequence of
insufficient program staffing leading to students falling through the cracks:
I feel that an abundance of children fall through the cracks in all systems of education due
to lack of mental health and general special education needs. It would be EXTREMELY
beneficial to screen EVERY child upon entering p-k or kindergarten with hearing, vision,
and a full psychological. Yes, would this blow the budget? But, aren’t we supposed to
be doing what is best for the children, focusing on the long term of their success of
graduating? However, as I said before, too many precious children are missed and either
graduate with disabilities that could have been caught, modified for, or received the
mental health services needed. Or they do not graduate at all, because no one ever got to
them. They were just the ‘bad’ kid. Teaching in the school setting, I see so many
children that have fallen through these cracks. When these children reach the middle
school ages, it becomes more difficult to help these children in a way that I feel in my
heart they need. If we could get these amazing children from the beginning, wow what a
difference not only we could make in their lives, but they could make in their own. We
need quicker identification of those issues so they can receive resources sooner.
Several teachers stated clearly that there were insufficient mental health service providers to
serve the needy students:
Rome/Floyd Co. does not have adequate mental health providers for children and
adolescents. There are several clinical psychologists, but only two psychiatrists (which
are needed if medication is to be prescribed) who see this age group. I have never known
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of a student who has been referred by our school to mental health services. They have
been asked to speak to their pediatrician about possible ADHD, but parents are not
informed about concerns of depression, OCD or any other mental illnesses. They are
simply told that their child is not acting appropriately at school. There should be some
sort of checklist or monitoring program that will note any red flags and refer the students
to the appropriate service providers.
Teachers also pointed out the need for better quality staffing to serve the mental health
services program. Many of them stated that professional development is needed, or teachers
need to continue pursuit of updated knowledge and skills:
“Teachers need to be more informed, trained, and supported.”
“Teachers should be made aware of symptoms or signs, and made aware of to whom and
how to report such manifestations.”
“Professional development for faculty and staff in order to identify students with difficulties may offset issues later on.”
“Educating people in the identification and characteristics of mental illnesses.”
“More qualified staff and professional development.”
“Education of what mental illness is and break the preconceived notions of what many
mental illnesses are. Training for teachers and support staff to be better prepared for crises.”
More personnel to observe, meet with students, and assess their problems. Schools need
more trained personnel working with them as needed to provide services. The classroom
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teachers do not have the specialized education or time needed to provide the individualized mental health help these students need during the school day. Students need help to
teach them how to cope with, and manage their illness.”
It would be helpful to educate the school staff of things to ‘look for’ as markers that a
child may have a mental health issue. Also, it would be nice to be made aware of the
‘age of onset’ for certain illnesses that tend to hit at certain ages.
“More education on mental health for staff”.
“Better training; more personnel to handle specific issues”.
I think parents need to have more information provided to them. Many times, they don’t
know that there is a specific problem that could be related to mental health. I feel that
training our educators/staff on how to recognize students with mental health issues and
how to seek help and management for the student with needs would be a start to implementing it. As far as sustaining mental health services, I think it will come with more
practice and seeing success among our mental health students.
Funding
Teachers’ responses to funding in the student mental health services programs are summarized and cited in the following paragraphs:
“The only way a mental health service program can be better implemented is by funding.”
“More funding for workers so it is not such a timely process.”
“Increase funding and awareness for such programs.”
“Fund social workers within the school setting and maintain the funding and staffing.”
Support
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Teachers’ responses to support in the student mental health service programs are summarized and cited in the following paragraphs. Teachers stated that there was a shortage of student
mental health service staff, and some of them were under or inappropriately utilized:
“Increase in the numbers of school counselors; community-based programs that come
into schools and provide group counseling, individual counseling, and bullying prevention.”
It’s my opinion that school social workers are not used to their ability in the school system. They are the mental health professionals of the school system and should be utilized. However, there are not enough social workers and counselors in the system to provide these services.
“We need more mental health services in the school. It would be best if we could have a
school-based mental health professional.”
We need more support. Many students have mild to severe mental issues that negatively
affect learning, not just for the individual but for students who are impacted by said student. Striving for academic achievement is feudal when students suffer from emotional
and mental health issues.
“Teachers need a support system in place to help tackle issues.”
Teachers also suggested a district-wide support system of student mental health services to appropriately distribute resources in order to be effective;
“We need more people to serve these students and families. The successful education of
students cannot proceed without these needs being identified and addressed.”
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“There needs to be more support in the schools. Sometimes parents are not cooperative
and this needs to be addressed as well.”
“Provide adequate personnel at all schools.”
Teachers need someone in the school system who can consistently monitor parents taking
their children to doctor/psychiatrist appointments and keeping medications refilled. Students perform much better academically and behaviorally when they consistently get
food, medications, and love from parents. Parenting classes for this age group need to be
offered so parents know how to deal with the changes taking place in their child/children.
Communication
Teachers’ responses to communication in the student mental health service programs are
summarized and cited in the following paragraphs:
Regular communication with accredited mental health providers (clinical counselors, psychologists, etc.); in my opinion, it would be MOST beneficial in providing mental health
services on-site. Any programs or studies that could be implemented within the school
curriculum concerning mental health issues might be one way to reduce stigma or general
misunderstandings attached to this problem.
“I think some of the first answers can be shared between the service givers instead of one
person doing it all, such as the counselor or social worker.”
“Better system of checks and balances. More contact with family and then follow-up
communication with teachers. Often, we are left out and have no idea of the outcome. It
would be extremely helpful if there were school-based mental health services. So many
children are suffering from depression, homelessness, divorce, abuse, and other issues
which interferes greatly with their ability to make academic progress.”
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“More communication on issues; taking issues seriously; more support groups, more support groups, more support groups!”
The counselors, social workers, and school psychologists believed that group and individual therapy is needed. Overall, there was a consensus that there is a need for parent education
that would inform and make them aware of mental health issues that
their children face and how they can help. There was also the perception that teachers
and other school personnel needed to be educated and trained on the signs of mental disorders,
and how they could recognize and refer students to the appropriate professionals. Other programs and supports that were noted were suicide prevention, communication training, and mental
health awareness for the community.
Responses from Interviewee D and Interviewee G in the qualitative interviews revealed
that additional counselor and social worker positions, or outside counseling services coming into
the school, would help with the implementation of such a service . Interviewee B saw the possibility of the implementation of a mental health awareness class for the community and forming a
partnership with a mental health agency to mentor and/or train staff as being potentially helpful.
Professional development could be implemented so that teachers are aware of mental health issues and that they are a real diagnosis. This way, teachers would be able to understand students
more and know what signs to look for to be able to report to school counselors or psychologists.
Interviewee H agreed that staff training would improve mental health services in the school. Interviewee L believed that “having a provider regularly visit the school would be beneficial.”
Research Question 5: What are the perceived benefits of mental health services in school?
The results of data analysis of quantitative survey items Q67–Q78 provided the answer to
Question 5. The survey items were was intended to examine the participants’ perceptions of the
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benefits of a school-based mental health program. In this section of the survey, participants were
asked to choose the benefits of having a school-based mental health program on a three-point
scale. The values ranged from ‘3’ being the highest value and representing “yes” and ‘1’ being
the lowest value and representing “no.” The interval in this section was ‘2’, which indicated that
participants were not sure if there was a benefit resulting from the implementation of a schoolbased mental health program.
The greatest benefit of a school-based mental health program, according to the participants, was overall academic improvement/success (Q68, M=2.846), which is very high on a
scale of one to three, with three being the highest. Other highly rated benefits included an improvement in school connectedness (Q69, M=2.800), which is a perceived benefit of having a
school-based mental health program as well as students who will be less likely to fall between
the cracks (Q77, M=2.785); an increase in the graduation rate (Q70, M=2.762); a decrease in the
dropout rate (Q71, M=2.746); improvement in the relationship between home and school; and an
improvement in the parents and community’s perspective of school (Q72, M=2.677). Other perceived benefits of a school-based mental health program are the reduction in the number of students using alcohol and/or drugs (Q73, M=2.577), a reduction in the number of students referred
to special education (Q78, M=2.385), a reduction in teen pregnancy (Q76, M=2.231), and a reduction in students being late or tardy (Q67, M=2.154). Participants rated a reduction in poverty
as a benefit, but it was the least of all the other benefits. See Table 9 in Appendix C.
Only two responses were given by the interviewees. First, one benefit of a school-based
mental health program would be the awareness built in students of the dangers in abusing alcohol
and/or drugs. Second, students would learn care, compassion, acceptance, inspiration, empathy,
perseverance, courage, love, and much more (Interviewee B).
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Research Question 6: Is there a significant difference in the perceptions of mental health services among teachers, counselors, social workers, school psychologists and administrators?
To address Research Question 6, data from three sections of the survey have been analyzed to determine if there is a significant difference in the perspectives of the regular education
teacher, special education teacher, school psychologist, school counselor, school social worker,
and administrator. Data from the sections Programs and Supports, Barriers, and Benefits were
analyzed to generate the answer to Research Question 6.
Analysis of Variance (ANOVA) is a procedure that determines the portion of variability
attributed to each of the components. It is one of the most useful and adaptable statistical techniques available. The one-way ANOVA compares the means of two or more groups of participants that vary on a single independent variable. ANOVA compensates and gives a single answer that tells whether any of the groups is different from any of the other groups.
A one-way ANOVA was computed comparing a school district’s faculty perceptions of
the need for supports and programs to serve students with mental health issues. One-way
ANOVA was also used to analyze faculty perception differences in barriers and benefits of implementing a school-based mental health program. The LSD Post Hoc Test was used to determine the nature of the differences between the faculty positions.
Results of ANOVA and subsequent Post Hoc Test for survey item Q45 indicated a significant difference found between the school social worker and the school counselor, which
asked for their perception regarding whether the district provided adequate support programs for
students with mental health issues. This analysis revealed that there was a significant difference
in the perceptions of the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and administrator (F(5/124) = 1.053, p < .05). A
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significant difference between the school social worker (M=3.000, sd=1.732) and the school
counselors (M=4.750, sd=.500) was found. The school counselors strongly agreed that the
school district provided adequate programs and supports, but the social workers were neutral in
their perception of adequate programs or supports.
A one-way ANOVA was computed comparing a school district’s faculty perceptions of
the need for intervention programs for children with externalizing problems to meet the needs of
students with mental health issues. The LSD Post Hoc Test was used to determine the nature of
the differences between the faculty positions.
Results of ANOVA and subsequent Post Hoc Test indicated a significant difference
found in the perceptions of the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and the administrator (F(5/124) = 4.991, p <
.05). The significant differences were found between the higher perception scores of the regular
education teacher (M=4.386, sd=.986), special education teacher (M=4.586, sd=.867), school
counselor (M=4.750, sd=.5000), administrator (M=4.778, sd=.441), and the school psychologist
(M=5.000, sd= .000), and the lower perception score of the school social workers (M=2.000,
sd=.000). This indicates that the school social workers disagreed that the school district needed
to provide an intervention program for students with externalizing behaviors, but the others
strongly agreed that there is a need for a program for children with externalizing problems for
students with mental health issues.
Results of ANOVA and subsequent Post Hoc Test for survey item Q49 indicated a significant difference found among the regular education teacher, special education teacher, school
psychologist, school counselor, school social worker, and administrator, which asked for their
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perception as to whether the district needed an early screening and pre-referral program for children with externalizing problems. This analysis revealed that there was a significant difference in
the perceptions of the regular education teacher, special education teacher, school psychologist,
school counselor, school social worker, and administrator (F(5/124) = 6.033, p < .05). The significant difference between the higher scores of the administrators (M=4.778, sd=.441), special
education teachers (M=4.621, sd=.622), the school counselors (M=4.500, sd=.577), the regular
education teachers (M=4.229, sd=.954), and the school psychologists (M=4.500, sd=.707), and
the lower score of the school social workers (M=2.000, sd=.000) indicated that the school social
workers disagreed that the school district needed to provide an early screening and pre-referral
program for students with mental health problems, but the others strongly agreed that there
should be an early screening and pre-referral program for children with externalizing problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q50 indicated a significant difference among the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and administrator when asked for their perceptions
regarding whether the district needed to provide staff training and coaching on mental health issues that would better equip them to work with students who may have mental health issues.
This analysis revealed that there was a significant difference in the perceptions of the regular education teacher, special education teacher, school psychologist, school counselor, school social
worker, and administrator (F(5/124) = 7.075, p < .05). The significant difference between the
higher scores of the school psychologists (M=5.000, sd=.000), administrator (M=4.444,
sd=1.014), special education teachers (M=4.414, sd=.907), regular education teachers (M=4.132,
sd=1.033), and the school counselors (M=3.750, sd=.957), and the lower score of the school social workers, (M=1.000, sd=.000) indicated that the school social workers disagreed that the
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school district needed to provide staff training and coaching on mental health issues for students,
but the others strongly agreed that the district should provide staff training and coaching for children with mental health problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q51 indicated a significant difference found among the regular education teacher, special education teacher, school
psychologist, school counselor, school social worker, and administrator when asked for their perception regarding whether the district needed administrator support for students with mental
health issues. This analysis revealed that there was a significant difference in the perceptions of
the regular education teacher, special education teacher, school psychologist, school counselor,
school social worker, and administrator (F(5/124) = 8.158, p < .05). The significant difference
between the higher scores of the school psychologists (M=5.000, sd=.000), administrator
(M=4.556, sd=.726), special education teachers (M=4.586, sd=.682), regular education teachers
(M=4.277, sd=.831), and school counselors (M=4.250, sd=.500), and the lower score of the
school social workers (M=1.667, sd=.577) indicated that the school social workers disagreed that
the school district needed administrator support for students with mental health issues, but the
others agreed that administrator support was needed for students with mental health problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q52 indicated a significant difference found in providing a crisis planning and support program among the perceptions
of the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and administrator (F(5/124) = 4.547, p < .05). The significant difference between the higher scores of the administrator (M=4.889, sd=.333), special education
teachers (M=4.621, sd=.561), school psychologists (M=4.500, sd=.707), school counselors
(M=4.250, sd=.500), regular education teachers (M=4.108, sd=.856), and the lower score of the
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school social workers (M=3.000, sd=.1.732) indicated that the school social workers were neutral when asked whether the school district needed to provide a crisis planning and support program for students with mental health problems, but the others strongly agreed that there should
be a crisis planning and support program.
Results of ANOVA and subsequent Post Hoc Test for survey item Q54 indicated a significant difference found in providing an ongoing monitoring program among the perceptions of the
regular education teacher, special education teacher, school psychologist, school counselor,
school social worker, and administrator (F(5/124) = 3.311, p < .05). The significant difference
between the higher scores of the school psychologists (M=5.000, sd=.000), special education
teachers (M=4.759, sd=.511), administrator (M=4.556, sd=.527), regular education teachers
(M=4.301, sd=.920), school counselors (M=4.250, sd=.500), and the lower score of the school
social workers (M=3.000, sd=1.732) indicated that the school social workers were neutral that
the school district needed to provide ongoing monitoring for students with mental health problems, but the others strongly agreed that there should be ongoing monitoring.
To continue addressing Research Question 6, the participants’ perceptions of barriers to
implementing a school-based mental health program were examined. A summary of the participants’ responses was analyzed and a one-way ANOVA was computed comparing the perceptions
of the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and administrator. The LSD Post Hoc Test was used to determine the
nature of the differences between the faculty positions.
Results of ANOVA and subsequent Post Hoc Test indicated a significant difference
found in the perceptions of the regular education teacher, special education teacher, school psychologist, school counselor, school social worker, and the administrator (F(5/124) = 1.089, p <
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.05). The difference between the school counselors’ perceptions (M=3.396, sd=.468) and the
school social workers’ perceptions (M=3.583, sd=.577) in mental health program implementation barriers was significant. See Table 18 below for descriptive statistics for barriers; also See
Table 12, Descriptive Barriers Summary, in Appendix C.
Table 18
Descriptive Statistics for Barriers (N=130)
______________________________________________________________________
Questions
Mean
SD
Q55 Difficulty in identifying children
3.746
.983
with mental health needs.
Q56 An insufficient number of school mental health
4.469
.695
professionals is a barrier for providing mental
health services.
Q57 A lack of adequate training for dealing with children’s
4.408
.775
mental health needs.
Q58 Gaining parental cooperation and consent.
4.085
.826
Q59 The stigma associated with receiving mental
3.885
.917
health services.
Q60 Language and cultural barriers while working
3.462
.958
with culturally diverse students and families.
Q61 A lack of referral options in the community
3.754
.932
for providing mental health services.
Q62 A lack of funding for school based health services
4.431
.725
needs.
Q63 Mental health issues are not considered a role
3.546
1.065
for the school.
Q64 Competing priorities taking precedence over
4.039
.893
mental health services (fear of losing academic time).
Q65 The belief that mental health problems do not exist
3.015
1.220
and are merely an excuse.
Q66 Academic demands stemming from the No Child
1.885
1.018
______Left Behind Educational Reform.______________________________________
Data from Section Six of the survey, Benefits, were analyzed, and the results of ANOVA
and subsequent Post Hoc Test indicated no significant difference found among the regular education teacher, special education teacher, school psychologist, school counselor, school social
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worker, and administrator (F(5, 124) = .530, p > .05). The faculty who hold positions in the district did not differ significantly in their perceptions of benefits in implementing a school-based
mental health program. School psychologists had a mean score of 2.750 (sd=.118). School
counselors had a mean score of 2.708 (sd=198). The administrator had a mean score of 2.667
(sd=.182). School social workers had a mean score of 2.667 (sd=.167). Special education teachers had a mean score of 2.560 (sd=.424). Regular education teachers had a mean score of 2.533
(sd=.370). See Table 20 below.
Table 20
Descriptive Statistics for Benefits (N=130)
______________________________________________________________________
Questions
Mean
SD
_____________________________________________________________________
Q67 A reduction in students being tardy and/or absent.
2.154
.811
Q68 Overall academic improvement/success.
2.846
.403
Q69 Improvement in school connectedness.
2.800
.456
Q70 An increase in the graduation rate.
2.762
.479
Q71 A decrease in the dropout rate.
2.746
.471
Q72 Improve parent/community perspective of school.
2.677
.517
Q73 A reduction in the number of students using alcohol
2.577
.608
and/or drugs.
Q74 Improvement in the relationship of home and school.
2.723
.498
Q75 A reduction in poverty.
2.039
.751
Q78 A reduction in teen pregnancy.
2.231
.699
Q77 Students less likely to fall between the cracks.
2.785
.513
Q78 A reduction in the number of students referred for
2.385
.652
Special education or 504
Several of the interviewees stated that there is a need for mental health services in school
and that they were not equipped to provide those services. They also agreed that they needed
and desired training that would allow them to better understand the students they work so closely
with who suffer from some type of mental disorder.
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Summary
Although one-hundred percent of the participants in the study had experience in working
with students with some type of mental health issue, a large majority felt they had not been
trained in the area of mental health, which made them feel inadequate in successfully guiding
students with mental health issues. Motivating factors for teachers and other school personnel to
have a school-based mental health program were overwhelmingly behaviors they experience in
the classroom or school setting and the impact they have on teaching and learning. A majority
have experienced students with anxiety and depression in the classroom and would like to see
programs and supports that could assist these students.
The faculty members in this study did not feel they were equipped to manage students
with mental health issues. They had not had formal or informal training on how to recognize the
signs of students with mental disorders, or how the mental disorder can manifest itself in the
classroom or school setting. There was a genuine feeling that a school-based mental health program was needed, but there should be a definite understanding of the roles and responsibilities of
everyone involved in its implementation. The majority of participants believed that most situations should be managed by the school counselor or school social worker. However, there were
many who were willing to take on a role in order to help the students succeed. They believed
there is a need for staff development or other training to help them understand the various aspects of mental disorders and how it relates to their role in the field of education.
Two primary barriers to implementing and sustaining a school-based mental health program were funding and time. A lack of resources such as money and trained personnel were
what the participants perceived was standing in the way. Other barriers that were significant
were the ideas that parents would not be willing to allow their children to participate in a mental
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health program, and on the other end was a concern that administrators would not be willing to
provide this service for the students due to liability and legal issues, as well as pulling them away
from academic work and losing instructional time. There was a small consensus that educators
were overextended, and there was no time to implement and monitor such a program.
Finally, the educators in this study were unclear as to the benefits of a school-based mental health program. The respondents in the survey had a greater sense of how a school-based
mental health program would benefit students than the interviewees did. Although there was a
sense that students would benefit personally, they were not sure how that benefit would impact
the students academically.
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CHAPTER 5
CONCLUSIONS
“Getting an idea adopted, even when it has obvious advantages is difficult" (Rogers, 2003, p.1).
This chapter outlines the discussion, conclusions, and implications of this research study.
The findings of the study are threaded back to the current literature. Importance and significance
of the study are discussed along with the author’s personal reflections. One of the key elements
of this chapter is the discussion of the limitations of this research design and methodology. Suggestions are made for the perceived need of mental health programs to meet the needs of students, as well as the barriers and benefits of attempting the implementation of a school-based
mental health program. Finally, there is a discussion of future research possibilities that will
build upon this study.
Summary of Research Questions and Findings
Research Question 1: What student mental health services are perceived to be helpful to
students with mental health problems, and what are teachers’ experiences in these programs?
Overwhelmingly, there was agreement that there is a need for mental health services in
the school due to the abundance of mental health issues that students have, both diagnosed and
undiagnosed. Data from the quantitative survey items indicated that all programs and supports
were needed; however, some programs were needed more than others. In ranking the programs
and supports from most needed to least needed, it was found that the most needed program was
an intervention program for children with externalizing problems (M=4.423), with the provision
of ongoing monitoring rated as the second highest with a score of (M=4.400). Early intervention
programs (M=4.38), early screening and pre-referral program (M=4.315), administrator support
(M=4.315), crisis planning and support (M=4.261), staff training and coaching on mental health
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issues (M=4.146), bullying program (M=4.146), adequate support programs (M=4.139), and the
implementation of programs as they should be scored as the least needed programs (M=4.115).
A total of 18 behaviors were presented to the survey participants to gauge their experience in engaging with students who exhibit these types of behaviors in the school setting. The
number one behavior that almost all of the 130 participants had experience with, and ranked as
“Strongly Agree,” was hyperactivity (M=4.808). Other behaviors that achieved the ranking of
“Strongly Agree” were disruptive behaviors (M=4.700), defiant behaviors (M=4.523), and family stressors (parent death or divorce (M=4.523). Experiences that scored in the “Agree” category were anxiety problems (M=4.431), aggressive behaviors (M=4.400), peer pressure
(M=4.362), neglect or deprivation (M=4.262), adjustment issues (M=4.170), homeless or transient students (M=4.131), and bullying (M=4.015). Several of the experiences were scored in the
“Neutral” category, such as having students who suffered from depression (M=3.954), having
students who had been victims of bullying (M=3.869), having students who suffered from social
phobia (M=3.585), drug and/or alcohol use (M=3.308), self-harm (M=3.431), suicidal thoughts
(M=3.431), and students who had a friend or relative to commit suicide (M=3.192).
Of the 12 interview participants, all 12 had experience in working with students with
mental health problems and agreed that there is a need for mental health services for students.
Many of those in the interviews stated that they had experienced students with depression and
anxiety in the school setting. Others reported having students who participated in self-harm, suicidal threats, bullying, and impulsive behaviors, while others reported students showing signs of
Attention Deficit Hyperactivity Disorder (ADHD), Obsessive Compulsive Disorder (OCD), aggression, and homelessness. As Interviewee D explained,
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mental health services are needed in school, particularly due to an increase in DFCS re
ports and suicidal threats; both point to the need for such a support service. It is
impossible for a counselor who has a caseload of 550 students to offer intensive counsel
ing services. Many families will not follow through with private therapy, for numerous
reasons. If services could be provided at school, most parents would be open to their
child receiving such help.
Data also indicated that if services were offered in school, students would be more successful academically. Interviewee D also believed that the implementation of small group counseling, classroom guidance, and individual counseling programs would be helpful. Others suggested that medication management and bullying programs would be beneficial to students with
mental health issues.
Research Question 2: What are the faculty perceptions of the roles and responsibilities
of the stakeholders in a school based mental health program?
It was clear that the majority of mental health duties were perceived as being the responsibility of the school counselor and the school social worker. To answer questions on the survey
instrument, participants were given the choice of regular education teacher, special education
teacher, school counselor, school psychologist, school social worker, administrator, or not a role
for the school when asked to choose which position was responsible for specific mental health
duties in the school environment.
Screening for mental health problems. A greater percentage of the survey participants
(58.5%) felt that screening for mental health problems was the responsibility of the school psychologist, 11.5% perceived it to be the responsibility of the school counselor, 6.2% thought it
was the school social workers’ role, and very few (2.3%) thought it was the role of the special
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education teacher. Even fewer viewed the regular education teacher as being responsible at
1.5%. Twenty percent felt that screening was not a role for the school.
Provision for health services for children. Data from the quantitative survey indicated
that 48.5% believed it is the responsibility of the school social worker to provide mental health
services for the children, 23.1% believed it should be the responsibility of the school counselor,
and 8.5% thought it should be the responsibility of the school psychologist. Very few (1.5%) of
the participants felt that special education teachers should provide mental health services for
children, and even less (.8%) felt it was the responsibility of the regular education teacher. Finally, 17.7% believed that it is not a role for the school.
Conducting behavioral assessments. Of the 130 survey participants, 51.5% perceived
that conducting behavioral assessments was the duty of the school psychologist, 18.5% perceived
it to be the duty of the special education teacher, 12.3% perceived it to be the duty of the regular
education teacher, 7.7% perceived it to be the duty of the school counselor, 2.3% perceived it to
be the duty of the school social worker, and 7.7% of the participants believed it is not a role for
the school.
Monitoring student progress. Data from the quantitative study indicated that most of
the respondents (60.8%) believed that monitoring student progress is the responsibility of the
regular education teacher. It was also found that 16.9% thought that the responsibility should be
taken on by the special education teacher, and 11.5% thought it should be the responsibility of
the school counselor. There was a tie in that 4.6% of the participants thought it was the responsibility of the school psychologist, and 4.6% believed it should be the responsibility of the school
social worker. The remaining 1.5% thought that monitoring student progress should not be a
role of the school.
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Provision of early intervention program services. There was the perception that there
should be a shared responsibility for providing early intervention program services between the
regular education teacher, which received a rating of 38.5% and the special education teacher,
which received a rating of 20.8%. Of all the participants, 16.2% believed that it was the responsibility of the school counselor, 13.8% said it was the responsibility of the school social worker,
and 7.7% perceived it to be the responsibility of the school psychologist. Other than that, 17.7%
thought that it was not a role for the school.
Consultation with teachers and parents. The duty of consulting with teachers and parents was again perceived by the participants to be a shared responsibility between the school
counselor at 33.1%, and 22.3% for the school psychologist.
Staff development training. The duty of staff development training was perceived to be
primarily the responsibility of the school counselor at 28.5%. The other positions scored fairly
close together, with the school psychologist at 20.8%, school social worker at 19.2%, regular education teacher at 18.5%, and the special education teacher at 7.7%. Only 5.4% believed that it
was not a role for the school.
Assessment of emotional or behavioral problems. The perception as to who should assess for emotional and behavioral problems rated high, with 65.4% believing it was the responsibility of the school psychologist. The school counselor was scored the next highest at 14.6%.
The participants viewed the roles of special education teacher at 6.2%, regular education teacher
at 5.4%, and school social worker at 2.3%. A few (6.2%) thought that this should not be a role
for the school.
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Student behavior management consultation with parents. A large percentage of participants (62.3%) perceived that the duty of student behavior management consultation with parents was the responsibility of the school counselor, and the school social worker rated at 40.0%.
Only 2.3% of participants believed that it should be the responsibility of the special education
teacher.
Curriculum-based classroom guidance program. A large portion of the participants
(68.5%) perceived this duty as being the responsibility of the school counselor, while 23.1% believed that it is the responsibility of the regular education teacher. Very little responsibility was
expected of the other positions, with special education teacher at 5.4%, school psychologist at
1.5%, and the school social worker at .8%. Another .8% felt that this was not a role for the
school.
Case management. Case management was another duty that was believed to be shared
by the school social worker at 40.0%, and the special education teacher at 34.6%. Overall,
12.3% of the participants thought it should be the responsibility of the school counselor, 9.2%
thought it should be the responsibility of the school psychologist, a minimal 2.3% thought it
should be the responsibility of the regular education teacher, and a minimal 1.5% felt it was not a
role for the school.
Crisis intervention. Fifty percent (50%) of the survey participants agreed that the duty
of crisis intervention should be the responsibility of the school counselor, and 28.5% agreed that
it was the role of the school social worker. Only 10% of the participants thought this was the responsibility of the school psychologist, 6.9% thought it was the responsibility of the special education teacher, and 1.5% believed it should be the responsibility of the regular education teacher.
Another 3.1% thought that it was not a role for the school.
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Individual counseling. An overwhelming 71.5% believed that individual counseling
should be the responsibility of the school counselor; 7.7% of the participants thought the school
psychologist should be responsible, 2.3% believed the school social worker should be responsible, 2.3% thought the special education teacher should be responsible, and 1.5% thought the regular education teacher should be responsible. Lastly, 14.6% believed that it is not a role for the
school.
Group counseling. A large portion of the participants (75.4%) believed that group counseling should be the responsibility of the school counselor, 8.5% believed that the school psychologist should be responsible, 2.3% thought the school social worker should be responsible,
1.5% thought the special education teacher should be responsible, and 12.3% believed that it is
not a role for the school.
Trauma counseling. Trauma counseling was perceived to be a shared duty, with 38.5%
believing that the school counselor was responsible, and 26.9% believing that the school psychologist was responsible. Only a few (7.7%) felt that it was the responsibility of the school social worker, and a very few (.8%) perceived this to be a role for the special education teacher. A
little over one-fourth (26.0%) felt that this was not a role for the school.
Parent counseling. About one-third (32.3%) of the survey participants perceived that
parent counseling should be the responsibility of the counselor, while 29.2% believed it to be the
responsibility of the school social worker. A few (6.9%) felt that it was the responsibility of the
school psychologist, 3.8% said that it should be the responsibility of the special education
teacher, and .8% believed it was the responsibility of the regular education teacher. Again, over
one-fourth of the participants felt that it was not a role for the school.
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Medication management. An overwhelming number of participants (63.8%) believed
that medication management is not a role for the school. Only 16.9% of the participants thought
that the school social workers should have this responsibility, 11.5% thought it should be the responsibility of the school counselor, 1.5% said it should be the regular education teacher, and
.8% thought it should be the responsibility of the special education teacher.
Classroom and school-wide positive behavior supports. The duty of providing classroom and school-wide positive behavior supports was found to be the responsibility of the regular education teacher, according to 58.5% of the survey participants. Another 35.4% perceived it
to be the responsibility of the school counselor, while 3.8% considered it as the role of the special education teacher. A mere 2.3% thought it was not a role for the school.
Function-based behavioral assessment and intervention planning. The findings
showed that 33.1% of the participants believe function-based behavioral assessment and intervention planning to be the responsibility of the special education teacher, while 23.8% believe it
to be the responsibility of the school psychologist. In addition, 19.2% thought it should be the
responsibility of the regular education teacher, and 17.7% saw it as the responsibility of the
school counselor. Only 3.1% thought of this as a responsibility of the school social worker, and
3.1% considered it not to be a role of the school.
Referral to specialized school-based services. Referral to specialized school-based services is practically a shared duty, according to the participants. Of all the participants, 26.2%
perceived the duty to be the responsibility of the regular education teacher, 24.6% believed it
was the duty of the school counselor, and 23.1% thought it was the responsibility of the school
psychologist. Only 15.4% believed it was the responsibility of the special education teacher,
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while 6.2% felt it was the responsibility of the school social worker, and 4.6% saw it as not a role
for the school.
In summary, survey items that had to do with instructional interventions were believed to
be the responsibility of the regular education classroom teacher, and early intervention programs
should be the responsibility of the special education teacher. Counseling services were perceived
to be the responsibility of the counselor, but depending on the type of counseling, it would be the
responsibility of the school psychologist or school social worker. Most of the assessments are
perceived to be the responsibility of the school psychologist, while classroom guidance programs
should be the responsibility of the counselor. The responsibility of case-management was believed to be a shared responsibility between the special education teacher and the school social
worker.
Several of the qualitative interviewees agreed that they were not qualified to perform
some of the duties, but would be willing to if they were properly trained. Interviewee I felt that
it was the responsibility of psychologists and counselors to make sure that students’ mental
health needs were being met. However, without adequate psychologists and counselors in each
building, they should not be responsible for getting the job done. Only one school counselor and
two social workers felt they had the proper training to work with students with mental health issues. The social workers felt adequately trained specifically because of their position, and the
counselor felt adequately prepared as a result of her doctoral-level degree in counseling.
A special education teacher responded that the responsibilities may look different for a
teacher than it does for a counselor or psychologist and social worker. With the right training,
teachers can recognize signs of mental health issues and report to the counselor. Then the coun-
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selor can offer suggestions based on the need of the student, whether it is an intervention, behavioral plan, small group counseling, and so forth. In more extreme cases, the counselor can seek
wise counsel from the social worker and/or school psychologist to determine how to meet the
needs of the students with mental health issues.
Research Question 3: What are the barriers to implementing and sustaining a schoolbased mental health program?
Data collected from the quantitative survey indicated there were many barriers to implementing and sustaining a school-based mental health program. Data indicated that the barriers to
providing mental health were almost an equal number of participants who “Agreed” as to what
services were in school, and those who were “Neutral” in their perspectives. Only once did they
agree that there was a barrier.
The primary barriers that survey participants “Strongly Agreed” on were an insufficient
number of school mental health professionals (M=4.470), a lack of funding for school-based
health services (M=4.431), and a lack of adequate training for dealing with children’s mental
health needs (M=4.408). Participants “Agreed” that gaining parental cooperation and consent
(M=4.085), and competing priorities taking precedence over mental health (M=4.039) were the
barriers. Those barriers receiving a “Neutral” score were stigma associated with receiving mental health services (M=3.8985), referral options in the community (M=3.754), difficulty identifying children with mental health needs (M=3.746), language and cultural barriers while working
with diverse students and families (M=3.462), and the belief that mental health problems do not
exist (M=3.015). Participants did not agree that academic demands stemming from the No Child
Left Behind reform were barriers to providing mental health services at schools.
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The data collected from the qualitative interviews indicated that resources including time,
money, and personnel were the greatest barriers. Other barriers were legal issues, stigma, buy-in
willingness of the administration, and parental participation. Students being taken out of class
would be a barrier and an issue for some administrators, and having trained personnel to do the
assessments and paying for it are barriers, according to one social worker. This same social
worker did not believe that having mental health services in-house would be a barrier. As one
counselor put it,
barriers could be that a student was not able to express their symptoms or feelings, there
by having feelings of helplessness and low self-esteem if his or her teacher did not take
the time to understand and recognize the mental health issue. If the teacher was not
educated, they could become frustrated and overwhelmed without ways to support the
student.
Research Question 4: How can the mental health services and program be better implemented and sustained?
The survey participants felt that as a result of inadequate training, they were not prepared
to meet the mental needs of the students, and as a result, students would fall through the cracks.
They were willing to participate in training or staff development programs in order to meet the
mental health needs of the students. They were overwhelmingly asking for training that would
better prepare them to be cognizant of the signs and symptoms of mental disorders and how they
can manifest in the classroom or in a crisis situation, not necessarily to “treat” the student, but
simply so they might know how to respond and be sure that a proper referral is made.
The participants believed that there should be awareness training for parents and the community in order for them to better understand their children and what they may be going through.
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As a result of the training, parents would be more likely to accept mental health services for their
children. There were also those who believed there should be training for the community in order to reduce the stigma associated with knowing someone with a mental disorder. One participant remarked that parents need to have more information provided to them. Oftentimes, they do
not know that there is a specific problem that could be related to a mental health issue. Training
educators/staff on how to recognize students with mental health issues and how to seek help and
management for the student with needs would be a start to implementation. There needs to be
more funding for programs and staffing for awareness programs, which would help with the implementation and sustainability of a school-based mental health program.
Another theme was inadequate support. There was a shortage of mental health service
staff. One participant stated that the social workers were not being used to their full capability in
the school system, but there were not enough social workers or counselors in the system to provide those services. District-wide support, particularly a district-wide support system of student
mental health services to appropriately distribute resources, has to be in place to be effective.
There was also a recommendation of support for families, particularly for families who do not
monitor their children’s medications or appointments, in the form of parenting classes.
There is a belief that a better system of checks and balances would be helpful. Regular
communication between mental health providers, counselors, social workers, psychologists, and
other stakeholders would improve the prospect of implementation and sustainability. Some faculty members felt left out because they never knew the outcome of a student’s situation.
Research Question 5: What are the perceived benefits of mental health services in
school?
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All of the participants’ responses were slightly above average, and indicated that they
agreed on the benefits of providing mental health services to students at school.
Overall academic improvement/success. The greatest benefit of a school-based mental
health program was overall academic improvement/success (M=2.846). Participants rated the
following benefits highly: improvement in school connectedness (M=2.800), students being less
likely to fall between the cracks (M=2.785), an increase in the graduation rate (M=2.762), and a
decrease in the dropout rate (M=2.746). There was also agreement that there would be improved
relationships between home and school (M=2.723), and an improvement in the parents and community’s perspective of the school (M=2.677). Participants also believed it would reduce the
number of students using alcohol and/or drugs (M=2.577), it would reduce the number of students referred to special education (M=2.385), reduce teen pregnancy (M=2.231), cause a reduction in students being tardy or absent (M=2.154), and a reduction in poverty (M=2.039).
Throughout the qualitative interviews, there were only two responses regarding the benefit of a school-based mental health program. A counselor commented that a benefit would be to
build awareness in the students of the dangers in abusing alcohol and/or drugs. Another benefit
would be that teachers would be educated on mental health issues among the students and that if
the teacher is properly trained, they could support students with mental health needs. An administrator thought that counseling from an accredited counselor who is familiar with and educated
on mental health issues would be extremely beneficial.
Research Question 6: Is there a significant difference in the perceptions of mental
health services among teachers, counselors, social workers, school psychologists, and administrators?
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To address Research Question 6, data from three sections of the survey were analyzed to
determine if there was a significant difference in the perspectives of the regular education teachers, special education teachers, school psychologists, school counselors, school social workers,
and administrator. Data from Section Four, Programs and Supports, Section Five, Barriers, and
Section Six, Benefits, were analyzed to generate the answer to Research Question 6.
Results of ANOVA and subsequent Post Hoc Test for survey item Q45 indicated a significant difference in “Does the district provide adequate support programs for students with
mental health issues?” This analysis revealed that there was a significant difference in the perceptions of the regular education teachers, special education teachers, school psychologists,
school counselors, school social workers, and the administrator (F(5/124) = 1.053, p < .05). A
significant difference between the school social worker (M=3.000, sd=1.732) and the school
counselors (M=4.750, sd=.500) was found. The school counselors strongly agreed that the
school district provided adequate programs and supports, but the social workers were neutral in
their perception.
Results of ANOVA and subsequent Post Hoc Test for survey item Q46 indicated a significant difference found in the perceptions of providing an intervention program for students
with externalizing behaviors among the regular education teachers, special education teachers,
school psychologists, school counselors, school social workers, and the administrator (F(5/124)
= 4.991, p < .05). The significant differences were found between the higher perception scores
of the regular education teacher (M=4.386, sd=.986), special education teacher (M=4.586,
sd=.867), school counselor (M=4.750, sd=.5000), administrator (M=4.778, sd=.441), and the
school psychologist (M=5.000, sd= .000), and the lower perception score of the school social
workers (M=2.000, sd=.000) indicated that the school social workers disagreed that the school
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district needed to provide an intervention program for students with externalizing behaviors, but
the others strongly agreed that there was a need for a program for children with externalizing
problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q49 indicated a significant difference found among the regular education teachers, special education teachers, school
psychologists, school counselors, school social workers, and the administrator, when asked,
“Does the district need an early screening and pre-referral program for children with externalizing problems for students with mental health issues?” (F(5/124) = 6.033, p < .05). The significant difference between the higher scores of the administrator (M=4.778, sd=.441), special education teachers (M=4.621, sd=.622), the school counselors (M=4.500, sd=.577), the regular education teachers (M=4.229, sd=.954), and the school psychologists (M=4.500, sd=.707), and the
lower score of the school social workers (M=2.000, sd=.000) indicated that the school social
workers disagreed that the school district needed to provide an early screening and pre-referral
program for students with mental health problems, but the others strongly agreed that there
should be an early screening and pre-referral program for children with externalizing problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q50 indicated a significant difference found among the regular education teachers, special education teachers, school
psychologists, school counselors, school social workers, and the administrator when asked,
“Does the district need to provide staff training and coaching on mental health issues that would
better equip them to work with students who may have mental health issues?” (F(5/124) = 7.075,
p < .05). The significant difference between the higher scores of the school psychologists
(M=5.000, sd=.000), administrator (M=4.444, sd=1.014), special education teachers (M=4.414,
sd=.907), regular education teachers (M=4.132, sd=1.033), school counselors (M=3.750,
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sd=.957), and the lower score of the school social workers (M=1.000, sd=.000) indicated that the
school social workers disagreed that the school district needed to provide staff training and
coaching on mental health issues for students with mental health problems, but the others
strongly agreed that the district should provide staff training and coaching.
Results of ANOVA and subsequent Post Hoc Test for survey item Q51 indicated a significant difference found among the regular education teachers, special education teachers, school
psychologists, school counselors, school social workers, and the administrator, when asked,
“Does the district need administrator support for students with mental health issues?” (F(5/124)
= 8.158, p < .05). The significant difference between the higher scores of the school psychologists (M=5.000, sd=.000), administrator (M=4.556, sd=.726), special education teachers
(M=4.586, sd=.682), regular education teachers (M=4.277, sd=.831), school counselors
(M=4.250, sd=.500), and the lower score of the school social workers (M=1.667, sd=.577) indicated that the school social workers disagreed that the school district needed administrator support for students with mental health problems, but the others agreed that administrator support
was needed.
Results of ANOVA and subsequent Post Hoc Test indicated a significant difference
found in providing a crisis planning and support program among the perceptions of the regular
education teachers, special education teachers, school psychologists, school counselors, school
social workers, and the administrator (F(5/124) = 4.547, p < .05). The significant difference between the higher scores of the administrator (M=4.889, sd=.333), special education teachers
(M=4.621, sd=.561), school psychologists (M=4.500, sd=.707), school counselors (M=4.250,
sd=.500), and the regular education teachers (M=4.108, sd=.856), and the lower score of the
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school social workers (M=3.000, sd=.1.732) indicated that the school social workers were neutral about whether the school district needed to provide a crisis planning and support program for
students with mental health problems, but the others strongly agreed that there should be a crisis
planning and support program for children with mental health problems.
Results of ANOVA and subsequent Post Hoc Test for survey item Q52 indicated a significant difference found in providing an ongoing monitoring program among the perceptions of the
regular education teachers, special education teachers, school psychologists, school counselors,
school social workers, and the administrator (F(5/124) = 3.311, p < .05). The significant difference between the higher scores of the school psychologists (M=5.000, sd=.000), special education teachers (M=4.759, sd=.511), administrator (M=4.556, sd=.527), regular education teachers
(M=4.301, sd=.920), school counselors (M=4.250, sd=.500), and the lower score of the school
social workers (M=3.000, sd=1.732) indicated that the school social workers were neutral about
whether the school district needed to provide ongoing monitoring for students with mental health
problems, but the others strongly agreed that there should be ongoing monitoring for students
with mental health problems.
To address Research Question 6, the participants’ perceptions of barriers to implementing
a school-based mental health program were examined.
Results of ANOVA and subsequent Post Hoc Test for survey item Q53 indicated a significant difference found in the perceptions of the program implementation barriers among regular education teachers, special education teachers, school psychologists, school counselors,
school social workers, and the administrator (F(5/124) = 1.089, p < .05). The difference between
the school counselors’ perceptions (M=3.396, sd=.468) and the school social workers’ percep-
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tions (M=3.583, sd=.577) in mental health program implementation barriers was significant, indicating that school social workers perceived more serious program implementation barriers than
did the school counselors.
Data from Section Six of the survey, Benefits, were analyzed, and the results of ANOVA
and subsequent Post Hoc Test for survey item Q54 indicated no significant difference found
among the regular education teachers, special education teachers, school psychologists, school
counselors, school social workers, and the administrator (F(5, 124) = .530, p > .05). The faculty
who hold positions in the district did not differ significantly in their perceptions of benefits in
implementing a school-based mental health program. School psychologists had a mean score of
2.750 (sd=.118). School counselors had a mean score of 2.708 (sd=198). The administrator had
a mean score of 2.667 (sd=.182). School social workers had a mean score of 2.667 (sd=.167).
Special education teachers had a mean score of 2.560 (sd=.424). Regular education teachers had
a mean score of 2.533 (sd=.370).
Data from the qualitative interviews indicated there was overwhelming agreement that
there needed to be mental health services provided for the students in their district. Based on the
responses from the interviewees and the experiences they had in working with students who exhibited a wide variety of behaviors, it is reasonable to state that they have a need for schoolbased mental health services. Many of the interviewees stated that there is a need for mental
health services in school, but they are not qualified to provide those services. They also agreed
that they needed and desired training that would allow them to better understand the students
who suffer from some type of mental disorder.
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Data from the qualitative interviews showed that there was an awareness of the barriers
that would inhibit the implementation and sustainability of a school-based mental health program, but there were ways to alleviate those barriers, such as proper funding that would allocate
for resources that would enhance programs, educating and training stakeholders on mental health
issues and how they impact teaching and learning. Data from the qualitative interviews indicated
that the participants understood that there were benefits to providing mental health services at
school; however, they were just not sure how those services would impact students academically.
Discussion
Mental health exists on a continuum that ranges from mental wellness to serious psychiatric disorders. Along that continuum, children develop the capacity to cope with challenges,
control their behavior, solve problems, and maintain healthy relationships (Armistead, 2008).
The findings of this study showed that the experiences that educators encounter are not behaviors
that students exhibit simply because they are being unruly or disobedient. Rather, many students
are attending school with either a diagnosed or undiagnosed mental disorder. When those undiagnosed mental disorders are allowed to continue, they fester and become something else, possibly resulting in actions as drastic and tragic as some of the school shootings that are occurring
more frequently.
The educators’ experiences reflected in the analysis of this research study align with
those previously discussed in other studies, such as Spencer’s (2013), which looked at the impact
of missed early warning signs on children’s mental health, Randazzo’s (2013) study of school
shooters, and Haggard et al.’s (2007) study on the barriers of implementing a school-based mental health program. School personnel frequently work with students who suffer from depression
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and anxiety, ADHD, defiance and aggression, suicidal ideations, and substance use or abuse. As
one teacher stated,
we need more support. Many students have mild to severe mental issues that negatively
affect learning, not just for the individual but for students who are impacted by said student. Striving for academic achievement is feudal when students suffer from emotional
and mental health issues.
Considering the experiences that educators reflected on, there is a need and a place for
mental health services in the school, especially considering the study by Randazzo (2013) that
followed up with 41 school attackers over the previous 26 years like Adam Lanza, the 20-yearold shooter who shot and killed his mother, 26 people in an elementary school, 20 of whom were
first graders, and them killed himself. Adam had been diagnosed with Asbergers Syndrome, had
a history of obsessive compulsive behaviors, and a fascination with mass shootings. Although he
had medications to help him manage his symptoms, he refused to take his medication (U.S.
News and World Report, 2013).
Just like the kids of Columbine, school shooters were not children who were invisible;
they were actually on multiple radar screens (Toppo, 2014). Data from this study indicated that
there are kids who are on faculty members' radars, and just like those in the past, they deal with
the students who have mental health issues, but they are not properly trained to recognize the
conditions.
Similiarly to Strauss’ (2013) report that examined the impact of missed early warning
signs, most of the participants in this study admit that they are not equipped to work with students who have mental health problems. Considering the fact that all of the participants in the
study had experience working with these students and stories like the Sandy Hook Massacre and
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Columbine Shootings, there is a need for mental health services in school where students can receive the services on a consistent basis.
Spencer (2013) also found that more than one in five children struggled with a mental
health or substance abuse problem during any year. However, even though warning signs can
appear as early as preschool, more than half of them receive no treatment. One teacher who was
interviewed for this study expressed the need for "professional development of faculty and staff
in order to identify students with difficulties may offset issues later on.”
Participants in this study were from elementary schools in the researched district. Their
responses concured with Spencer's (2013) study, too. The mental health problems that educators
see in the elementary environment that are undiagnosed and untreated will manifest themselves
later in middle school, high school, or even into early adulthood, as Randazzo (2013) and Langham (2010) detailed in their reports of school shooters.
Murphey, Barry, and Vaughn (2013) reported that students with mental disorders have
symptoms that are indicative of more than one disorder. As one school administrator reflected in
her interview responses, she had students who carried more than one diagnosis. The Centers for
Disease Control and Prevention (2013) posited that “depression is the most common type of
mental disorder and by 2020 will be the second leading cause of disability throughout the
world.” Of the 130 survey participants, all of them had experience with students who were depressed. Fox et al. (2013) indicated that students’ suicidal ideations and suicide, the greatest consequences of untreated depression, is the third leading cause of death among youth ages 10-24
years.
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Langas, Malt, and Opjordsmoen (2011) explained that substance abuse or dependence develops in the course of repeated substance use, and early drug use is associated with, and predicts, later mental disorders. The data from survey participants reflected that many of them had
experienced students who had issues with drugs.
The National Association of Education (2010) reported that teachers were facing problems in the classroom ranging from overcrowded classrooms, technology, bullying and cyberbullying, a lack of parental involvement, low salaries, funding, the Child Nutrition Reauthorization Act, and the No Child Left Behind mandates. Teachers reported having experiences with
these issues in the classroom. The surveys and interviews reflected teachers’ frustration at not
having the resources necessary to overcome the challenges they face in the classrooms every
day.
Roles and Responsibilities
Counselors are overwhelmed with non-counseling duties such as lunch supervision, hall
monitoring, registrar’s duties, the coordination of standardized testing, and clerical and data entry tasks, which profoundly interfere with the implementation of a comprehensive counseling
program. This notion is reflected in both the quantitative survey and the interviews, which indicated that most of the duties were expected of the school counselor. However, as one counselor
stated in an interview, “As a school counselor, having a caseload of more than 550 students
makes it impossible to offer intensive counseling services.”
Educational institutions change over time due to outside pressures by unstable environments around them. In order to adjust to these changes, teachers and other faculty must be flexible (Yilmaz & Kilicoglu, 2013). Most people do not like change, especially when it causes feelings of anxiousness and incompetence. But, as the survey and interviews reflect, the participants
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who were willing to make this change were apprehensive to do so due to their lack of knowledge
and training on mental health issues. As one administrator stated, “As, educators and administrators, we do not have the education or credentialing to help students in need.” When this same
interviewee was asked if the training she had received was sufficient to assess students, her response was, “No. I feel like what I know about mental health issues stems from my desire to
learn and find out more.”
Programs and supports
Understanding the perspective of teachers can be useful for researchers and school psychologists advocating for increased implementation of evidence-based interventions in school
settings (Reineke et al., 2011). The perspectives gained from the quantitative survey and the interviews were important in taking the first step toward determining what and how mental health
services could be provided to educators as well as students.
As more and more people become aware of students’ mental health issues and how they
impact schools, teachers, and other students, they will begin to understand the need for changes
in the schools. Some districts now implement the provision of mental health services as part of
their school improvement plan. As this practice moves into our area, it will be important for the
stakeholders to understand that Innovation of Diffusion has been an extremely influential theory
for people working to bring about social change (Moseley, 2004). As one respondent stated,
It’s my opinion that school social workers are not used to their ability in the school
system. They are the mental health professionals of the school system and should be
utilized. However, there are not enough social workers and counselors in the system to
provide those services.
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Spencer (2013) recommended that there be more effective and earlier screening and identification of students with early risk factors. The participants (58.5%) perceived that screening
was the responsibility of the school psychologist. Failing to provide early identification, intervention, and referral services can possibly result in serious consequences, such as school failure,
alcohol or other drug use, problems with relationships, violence, and suicide (Haggard et al.,
2007). As one of the interviewees stated,
we need more personnel to observe, meet with students, and assess their problems.
Schools need more trained personnel working with them as needed to provide services.
The classroom teachers do not have the specialized education or time needed to
provide the individualized mental health help to these students during the day. Students
need help to teach them how to cope with, and manage their illness.
Spencer (2013) also recommended improved collaboration between service providers,
improved parent and community education about the risk factors associated with mental disorders and resources that are available, as well as training, or improved training, and accountability
for school staff and other providers. Section Seven of the quantitative survey asked how mental
health programs could be implemented and sustained. One participant responded, “Better system
of checks and balances. More contact with family and then follow-up communication with
teachers. Often we are left out and have no idea of the outcome.” This echoed what Spencer
(2013) advocated.
As a result of the tragedy at Sandy Hook Elementary School, and in an attempt to reduce
violence in schools, Klein (2013) reported on a plan by President Obama’s administration that
would give millions of dollars to protect schools and communities from gun violence. The intention of the project was to provide funding to train teachers and other adults to recognize children

132"
"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
who may be suffering and in need of mental health services. Considering the responses below
from participants in this study, funding has not reached this researched district:
“The only way mental health service programs can be better implemented is by funding.”
“More funding for workers so it is not such a timely process.”
“Increase funding and awareness for such programs.”
“Fund social workers within the school and maintain the funding and staffing.”
“Increase the number of school counselors.”
“Provide adequate personnel in all schools.”
A large part of the child’s life is spent in school, which means that teachers play an important role in all areas of children’s development (Smith, 2014). A large portion of the participants in this study agree that school is the place to provide mental health services, but some,
however, do not believe it is a role for the school. As the administrator stated, “Students need
mental health services. There seems to be a shortage of those services in our community. I do
not believe those services need to be provided in the school setting.” Yet, a school counselor
stated, “My families will not follow through with private therapy, for numerous reasons. If services could be provided at school, I believe most parents would be open to their child receiving
such help.” A special education teacher said, “It would be great if there were a screening that
could result in referrals for those who need them. Ideally, one-on-one services at the school for
those whose families may not be in a position to seek out services.” Another responded, “It
would be extremely helpful if there were school-based mental health services. So many children
are suffering from depression, homelessness, divorce, abuse, and other issues which interferes
greatly with their ability to make academic progress.”
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Recently, schools have expanded mental health services for all students as part of a coordinated health program (West et al., 2007). Schools offer such services as alcohol and other drug
abuse treatment, case management, individual and group counseling, and referrals to community
mental health system and providers. Haggard et al. (2007) reminded us that many children in the
United States are in need of mental health services, and schools are said to be the largest provider
of such services.
Barriers
Langley, Nadeem, Katoaka, Stein, and Jaycox (2010) proposed that the four main barriers
to the implementation of a school-based mental health program include competing responsibilities, parent engagement, logistics, and support from administrators and teachers. Data from the
quantitative survey of this study show that competing responsibilities are indeed barriers to the
implementation of a school-based mental health program. One respondent stated, “There needs
to be support in school. Sometimes parents are not cooperative and this needs to be addressed as
well.” A response to Research Question 4 also provided evidence that parents can be barriers to
services. The logistics of providing services was also seen as a barrier, as one school psychologist responded, “Time and a lack of resources/personnel prevent students from having their needs
met in the school setting. In my opinion, this is a concern at the state level in terms of identifying job descriptions and allocating funds.”
While some administrators do not want to support school-based mental health programs
and others believe that it is not a role for the school, many who are on the frontlines see the benefits of the provision of mental health services at school. However, that one individual or squeaky
wheel may be the barrier.
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Murphey, Barry, and Vaughn (2013) posited that most children and adolescents with
mental disorders (between 60 and 90 percent) do not seek out or receive the services they need.
As one teacher pointed out, “This community does not have adequate mental health providers for
children and adolescents. There are only two psychiatrists that can be accessed when medication
is to be prescribed.” Stigma, according to Bowers et al. (2012), was the biggest barrier for assessing mental health services. When students have limited knowledge of mental health, there is
an increase of stigmatized views. Stigma associated with receiving mental health services was
identified as a barrier in this study.
Even some stakeholders noted barriers with other stakeholders. The schools were most
concerned about the availability of services and parents’ willingness to approve services. Providers were most concerned about the schools’ culture of providing services and how it clashed
with their own culture of service provision. Parents were most concerned with being able to locate, access, and afford appropriate services for their child. Cultural barriers impacted Spanishspeaking and Latino families, and may explain why mental health services and supports are underused.
Benefits
A groundbreaking study by Ashton (1984) expanded the concept of efficacy. Efficacy
would include the extent to which a teacher feels confident of his or her capability to bring about
learning outcomes. In this study, the highest ranking program benefit was the Overall Academic
Improvement/Success. Teachers in this study believed that they were successful when students
were successful. This is in agreement with the results of a 2007 study, which found that teachers
in the school-based mental health program were pleased to see that children receiving mental
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health services had significantly lower GPAs than non-users in the beginning of the study, and
then a steeper increase in GPA over five semesters than non-users (Armistead, 2008).
Implications
Mental illness is prevalent in the United States and in other countries as well. If mental
health issues are impacting our society in such catastrophic ways, why are we not doing more to
prevent and treat these illnesses? Why are we not screening earlier, when we know that early detection of any mental illness can result in a better outcome? If students’ mental health needs are
not identified at an early age, they face the possibility of failure, not only in school, but in life.
When students’ mental health needs are not met, the educational gap widens with increased absences, failing grades, unhealthy peer relationships, inadequate preparation for low or high stakes
standardized testing, involvement in alcohol and drug use and/or abuse, self-medication, and
eventually dropping out of school. Students who suffer from emotional and behavioral issues
that are not identified, as well as those eligible for special education services, tend to begin traveling the school to prison pipeline at an early age, completely unaware of their destination.
When students’ mental disorders go undiagnosed, they are unable to perform academically, they have a high rate of absenteeism, and a high failure rate. For school districts, in the
present world of accountability, this can be detrimental to a teacher’s self-efficacy and to the collective efficacy of the school. With districts now compensating educators on student performance, this is one group of students who are low achievers and under performers. For example,
grades and attendance are a large part of the CCRPI index used to measure a student’s growth,
and when untreated mental disorders impact student learning, the results will appear here. As a
result, it not only appears that the student in failing, but it looks as if the teacher, the school, and
the district is failing as well.
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Unless children and adolescents with mental disorders are assessed, identified, and
treated at an early age, society will continue to be responsible for providing services for them as
adults through social services. Poverty and mental disorders are vicious cycles that can only be
broken with identification and treatment of mental disorders. When properly identified and
treated, a person with a mental disorder does not have to be disabled for a lifetime; instead, they
can be productive members of society contributing to their own success. If left untreated as children and adolescents, those with mental disorders will grow into adults who will be in and out of
jails and institutions or worse, homeless.
Recommendations for Future Research
Future researchers might ask the question, “Why do we not screen earlier and provide
supports at an earlier stage in order to prevent later outcomes?” Also as many people as there are
who realize the impact of mental disorders on the educational environment, why are administrators afraid to implement services in schools? The research has shown that for the past two decades, more and more schools are implementing some type of mental health program. School districts provide funding for alternative schools and behavior programs, as well as other programs
to improve student outcomes, primarily for testing. But, what if they decided to place that focus
on students’ mental health?
An interesting thought came to me as I was working on this study. It is well documented
that 20-25 percent of students across the United States do not graduate from school. There is
also plenty of research showing that 20-25 percent of students have some type of mental health
disorder. Could it be that if we can alleviate or treat mental disorders in children and adolescents, we could impact the dropout rate and actually see more students graduate from high
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school. Would identifying and treating students with mental health issues improve the graduation rate for regular and special education students?
Considering the overwhelming number of students, and people overall, in the United
States with mental disorders, it is worthy of research to determine the effect of adults with mental disorders who have children and the impact on their children’s lives. More research is surfacing on this topic, which had been taboo in the past. Civil liberties groups are beginning to rally
for support and programs that will provide resources to adults with a mental disorder so they will
no longer feel that because they have a mental disorder, they cannot have children of their own.
What are the positive or negative implications on the lives of children who have parents with a
mental illness?
Many children who are in special education have a mental disorder, with a large number
of them being undiagnosed. An estimated 30-40 percent of special education students graduate
from high school. When I taught special education at an alternative school, 100% of my students
who dropped out of school ended up incarcerated, either in the juvenile system or adult system.
This is a part of what is known as the school-to-prison pipeline. If these students’ mental health
issues were identified and treated early on, would there be a different outcome for them? There is
a definite research-to-practice gap in this area and a need for more implementation of what the
research provides. Would the provision of mental health services to special education students
reduce the number of students who enter the school-to-prison pipeline?
Future studies would be beneficial if there was an added survey eliciting responses from
students in order to gain more insight from those with diagnosed or undiagnosed mental health
problems. A separate survey for students would ask if they could identify with behaviors that are
indicative of a mental health problem. The survey would also ask for those who have, at any
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point, had a diagnosis of a mental disorder. Included in the survey could be a section that would
examine a student’s understanding of what a mental disorder is and who, if anyone, they could
go to at school or in the community for help or guidance. It would be helpful to hear the students’ own voices regarding their perception of barriers and benefits of a school-based mental
health program. Thus, future studies could include students’ voices on their perceptions of mental health programs. It is one thing to gain the perspectives of those whose voices can be heard
freely and loudly, but to hear the resounding, ear-splitting cry of the individual child who suffers
alone in the darkness of a mental disorder is worth a king’s ransom.
It would also be beneficial to gain the perspective of the school nurses. School nurses, as
other faculty, are understaffed, but have current knowledge of health services in the building.
Action Research
There is a need to determine the reasons why school districts and administrators are apprehensive, or unwilling, to provide mental health services to students when research shows that it
works. Perhaps the idea of implementing and sustaining a new program is overwhelming and
simply easier to make excuses or just say no to. To explore how one district implemented a
school based mental health program, one might look to Cuyahoga County School District's
School-based Mental Health Tool Kit (The Center for Community Solutions 2008).
Recommendations to field practitioners
Symptoms of a student who is suffering from a mental health disorder may be obvious, or
they may be hidden in the classroom environment. Depression, for example, tends to be an internalizing disorder, in that the symptoms are often directed inward, therefore, not easily observable. Separation anxiety is a disorder usually more noticeable in younger children who may present extreme difficulty separating from their parents, particularly when starting school. Conduct
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disorder is based on repetitive and persistent patterns of behavioral problems where children and
adolescents usually display their behavior in various settings, particularly the classroom, where
there is more structure and the expectations are higher. Each mental health disorder manifests itself differently in the classroom. For this very reason, it is important that anyone in a position
who works with children or adolescents who have mental health disorders be properly trained.
The recommendation for school administrators is to broaden their knowledge from current research involving students with mental health issues. I would suggest that they become
very familiar with the legal aspect of providing mental health services in the school setting. If
the school takes on the responsibility of meeting the students’ mental health needs, how far does
this go? If the school is responsible for providing an environment conducive to learning, how far
does the school have to go to meet this need?
It is essential, and should be noted with tremendous commitment, that the teachers in the
classroom, both regular and special education teachers, receive the tribute they deserve for accepting the challenge they face on a daily basis. This study provided evidence of the obstacles
that the regular education teachers and the special education teachers are confronted with on a
daily basis. For example, there are students as young as five years old who exhibit symptoms of
mental disorders ranging from depression and anxiety to schizophrenia and PTSD. It was evident in this study that teachers feel inadequate when it comes to being properly trained to meet
the needs of these students. Not surprisingly, the majority of teachers are willing to be trained to
recognize mental health issues to improve outcomes for students; they simply need the appropriate resources and consistent support to carry it out. They not only are willing to become educated on mental health related issues; they are pleading for help.
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Conclusion
Participants in this study concurred that school-based mental health services are needed
in the district in which they work. They all have various experiences working with students
whose behaviors are indicative of having a mental health disorder. There was an overwhelming
agreement that mental health services are needed in the district because teachers, administrators,
school counselors, school social workers, and school psychologists have experienced students in
the school environment exhibiting a variety of mental health issues, some that were diagnosed
and some that had no formal diagnosis.
The majority of participants believed that when it comes to assessment or counseling, it is
the responsibility of the counselor to carry out that task. However, there were several areas
where there was agreement that the duty was shared among the staff.
Teachers agreed that there were not sufficient programs and supports to handle the problems they encounter in the classroom, and would like for there to be some type of school-based
mental health program. Meanwhile, there is a call for mental health training through staff development or by other means. Teachers and counselors do not completely understand the warning
signs of mental illness, what triggers it, nor the age of onset. If teachers and counselors had this
type of knowledge and training, they would be better prepared for situations that arise in the
school building. Teachers and counselors are already overworked in their professionally trained
capacity, and schools are understaffed. Hence, this is not a call to burden them with an additional workload. Instead, resources should be allocated that would relieve some of these pressures, and bring in more counselors and social workers as this study shows is needed.
Barriers to implementing school-based mental health services are funding, lack of resources, the stigma that is attached or the fear of being labeled, competing education priorities
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that take precedence over mental health issues, administrators who do not support the provision
of these services for students, and a lack of training for teachers and parents who are uncooperative or resistant to services offered. Inappropriate resource distribution and focus led to schools
being barriers to mental health program implementation.
The benefits of a school-based mental health program would be improved academics, improved teacher efficacy, overall school improvement, a reduction in anti-social behaviors and
students’ detachment from learning, as well as an increase in the graduation rate. By simply
funding programs that are proven to work, we could turn this around to have students who not
only successfully graduate from school, but are equipped to be productive in the workforce and
become contributing citizens.
Research shows that school-based mental health programs do work, yet there are still
many barriers that get in the way of implementation. Much has yet to be performed to overcome
the barriers of program implementation.
Whether or not this district is willing to participate in a movement that is undoubtedly on
its way to fruition nationally, the cat is out of the bag, so to speak. Gaining the perspectives of
faculty, the very ones who work most closely with these students on a daily basis, is of utmost
importance as the movement continues. Although there is a plea from teachers and others who
work directly with students who have mental health issues, there is still some apprehension from
administration as to whether or not they want to risk the liability and take on the responsibility of
providing such services. As such, major findings of this study may be presented to other educators and stakeholders within the school system, as well as those stakeholders outside of the
school system.
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The major contribution of this study is that it informs the stakeholders of the urgency that
is involved in providing school-based mental health services that are crucial to a population of
students who have long been ignored and misunderstood. This study also aims to inform them
that there are evidence-based programs that work, and the liability they are worried about is not
such a liability, particularly taking into consideration the probability of another disgruntled student with a mental disorder coming into a school building, such as what happened at Columbine
or Sandy Hook. There is no longer a reason to discard this population, but rather embrace the
opportunity to finally reach all students through the provision of school-based mental health services.
It is paramount that stakeholders understand the urgency of identifying, referring and
treating students with undiagnosed mental disorders. In the interest of serving those who unknowingly are missing opportunities in life, it is the intention of the researcher to present the major findings of this study to the local county and city school districts, as well as to throw spotlight
on the subject of mental health and the benefits of implementing a school based mental health
program to local civic groups. Plans are already in the pipeline to present this study and relative
information to school districts nationally and internationally. A proposal is being drafted to present at the National Alternative Education Conference in 2016, with the knowledge gained from
this study and literally being “boots on the ground” in a school setting and community where
there are a plethora of concerns relative to the issue.
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Appendix A: Qualitative Interview
Participants were asked to volunteer to respond to the qualitative part of the study. Two participants from each group (position) completed a phone interview and were all asked the same questions with an opportunity to expand on their answers.
Please state your name (OPTIONAL), gender, race, position with school system, number of
years in education, how long you have been in this position, and your highest degree earned.
1.! In your opinion, are mental health services needed in your school and if so, can you explain why you believe there is a need.
2.! Describe some of the issues you have experienced with students that would relate to their
mental health.
3.! In your opinion, has the training you have received regarding student mental health issues
sufficient to assess students in your school?
4.! Whose responsibility do you believe it is to ensure students’ mental health needs are being met?
5.! What student mental health services are most helpful to students with mental health issues?
6.! In your opinion, what barriers would keep students from accessing mental health services
in school?
7.! What specific barriers that would get in the way of your school implementing a school
based mental health program?
8.! What services could be implemented and sustained to improve mental health services in
your school?
9.! Name some specific mental health programs that benefit student learning.
10.!How"can"mental"illness"impact"teaching"and"learning?
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Appendix B: Mental Health Needs and Practices in Schools Survey (modified)
Survey description
For the purpose of this study, the Mental Health Needs and Practices in Schools Survey
have been modified as follows.
I appreciate your time and willingness to participate by completing this survey. Please be ensured that the survey is confidential. Any and all identifying information requested will be kept
private. If you provide your email address at the end to receive a copy of a summary of findings,
it will be separated from your survey results.
Your participation in this survey will not only enhance the understanding of the mental health
need of students in your district, but will also contribute to the care of children in need within
your local community through this donation of your time and opinion. Please be advised that the
researcher is an employee of the district being surveyed.
ONLINE SURVEY CONSENT FORM
Title of Research Study: Faculty Perspective of a School-Based Mental Health Program in a Rural District
Researcher's Contact Information: Jennifer L. Massey; 706-346-5318; jenniferlgmassey@gmail.com or jennifermassey@floydboe.net.
Introduction
You are being invited to take part in a research study conducted by Jennifer L. Massey of Kennesaw State University. Before you decide to participate in this study, you should read this form
and ask questions about anything that you do not understand.
Description of Project
The purpose of the study is to determine the perspectives of teachers, administrators, counselors,
school social workers, and school psychologists to determine if there is a need in the district to
provide mental health services to students and if a program is feasible and sustainable for the district. The study will also look at the perspectives of the roles and responsibilities of faculty in
providing mental health services in schools.
Your participation in the study is voluntary and you may stop participation at any time without
penalty.
Explanation of Procedures
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As a participant, you are being asked to complete an online survey to provide answers regarding
your perspective of the issues based on your knowledge and experience in a school setting.
Time Required
It will take approximately 5-7 minutes to complete the online survey.
Risks or Discomforts
There are no known risks or discomforts anticipated as a result of your participation in this survey.
Benefits
A benefit of participating in this study is that you will learn about mental health issues related to
students in the district and how that can determine student success or failure.
Compensation
There will be no compensation for your participation in this study.
Confidentiality
The results of this participation will be anonymous, and no identifiable information will be collected. Data collected will be kept in a safe, secure and confidential location. Online surveys
will be password protected, with only the researcher having access. Participants will not be
asked to disclose their name or school location. Once the study has been completed, all data
collected will be destroyed by deleting files from the computer and shredding of any print materials.
Inclusion Criteria for Participation
You must be 18 years of age or older to participate in this study. Age groups to be included in
this study range from 21 - 65 years of age.
Use of Online Survey
Data collected online will be handled in a confidential manner and Internet Protocol (IP) addresses will not be collected by the survey program.
Research at Kennesaw State University that involves human participants is carried out under the
oversight of an Institutional Review Board. Questions or problems regarding these activities
should be addressed to the Institutional Review Board, Kennesaw State University, 585 Cobb
Avenue, KH3403, Kennesaw, GA 30144-5591, (470) 578-2268.

157"
"

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
PLEASE PRINT A COPY OF THIS CONSENT DOCUMENT FOR YOUR RECORDS, OR IF
YOU DO NOT HAVE PRINT CAPABILITIES, YOU MAY CONTACT THE RESEARCHER
TO OBTAIN A COPY
For the purpose of this study, the Mental Health Needs and Practices in Schools Survey
has been modified as follows.
I appreciate your time and willingness to participate by completing this survey. Please be ensured that the survey is confidential. Any and all identifying information requested will be kept
private. If you provide your email address at the end to receive a copy of a summary of findings,
it will be separated from your survey results.
Your participation in this survey will not only enhance the understanding of the mental health
need of students in your district, but will also contribute to the care of children in need within
your local community through this donation of your time and opinion. Please be advised that the
researcher is an employee of the district being surveyed.
I give my consent to participate in this research project. I understand that participation is voluntary and that I may withdraw my consent at any time without penalty.
_____ I agree

_______ I disagree

Demographics
Please share some demographic information below.
Gender
•!

male

•!

female

Age
•!

22-29

•!

30-39

•!

40-49

•!

50+

Race
Please mark the race(s) with which you identify.
•!

White
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•!

African American

•!

American Indian

•!

Asian

•!

Other_____________________________________

Education
How many years have you worked in education?
•!

1-5

•!

6-10

•!

11-15

•!

16-20

•!

20+

School Level
What school level are you currently working in?
•!

Elementary

•!

Middle

•!

High

•!

K - 12

Degree
What is the highest degree you earned?
•!

Bachelors

•!

Masters

•!

Specialist

•!

Doctorate

Position
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In what capacity do you currently work/interact with students?
•!

Regular Education Teacher

•!

Special Education Teacher

•!

School Psychologist

•!

School Social Worker

•!

Counselor

•!

Administrator

Mental Health Services
Please indicate if you have had experience working with students from the following categories.
Strongly
Agree
Aggressive behavior
Anxiety problems
Bullying (i.e. repeated,
power-based)
Defiant behavior
Depression
Suicidal thoughts
friend or relative committed suicide
Self-Harm
Disruptive behaviors
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Strongly
Agree
Family stressors - parent
death or divorce
Hyperactivity/Inattention
Peer problems
Social Phobia
Homeless/ transient
Drugs
Neglect or Deprivation
Adjustment issues
Victim of bullying
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Roles and Responsibilities
With whom do you think the primary role of this responsibility lies?

General
Education
Teacher

Screening for mental
health problems
Provision for school-based
mental health services
for families
Provision for health services for children
Conducting behavioral Assessments
Monitoring student Progress
Provision of early intervention program services
Consultation with teachers
and parents
Staff development Training
Assessment for emotional
or behavioral problems
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School
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Not a
School Role
Social for
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r
Schoo
l
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General
Education
Teacher

Student behavior management consultation with parents

Case management
Crisis intervention
Individual counseling
Group counseling/therapy
Trauma counseling
Parent counseling
Medical medication Management
Classroom and schoolwide positive behavior
supports
Function-based behavioral assessment and intervention planning
Referral to specialized
school-based programs/services
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General
Education
Teacher

Special
Education
Teacher

School
Counselor

School
Psychologist

Not a
School Role
Social for
Worke the
r
Schoo
l

Referral to communitybased services/programs

Needed Programs or Support
What programs or supports are needed to help students with mental health problems?
Strongly
Agree

Agree

Adequate support programs

Intervention
programs for
children with
externalizing
(e.g. acting out,
aggression, hyperactive disruptive behavior) problems,
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Strongly
Agree

Agree

Bullying program
Early intervention programs

Early screening
and pre-referral
programs
Staff training
and coaching on
mental health
issues
Administrator
support
Crisis planning
and support

Implementation
of existing programs as intended (e.g.,
programs not
delivered as
they should be)

Ongoing monitoring for students with mental health issues

165"
"

Neutral

Disagree

Strongly
Disagree

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM

Barriers
I believe the following are barriers for providing mental health services in my school(s):
Strongly
Agree

Agree

Difficulty identifying children
with mental
health needs

Insufficient number of school
mental health
professionals
Lack of adequate
training for dealing with children’s mental
health needs
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Strongly
Agree

Agree

Gaining parental
cooperation and
consent
Stigma associated with receiving mental health
services
Language and
cultural barriers
while working
with culturally
diverse students/families
Referral options
in the community

Lack of funding
for school-based
health services

Mental health issues are not considered the role
of the school
Competing priorities taking precedence over
mental health
services (fear of
losing academic
time)
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Strongly
Agree

Agree

Neutral

Strongly
Disagree

Disagree

The belief that
mental health
problems do not
exist and are
merely an excuse

Academic demands stemming
from the No
Child Left Behind educational
reform

Benefits
Please answer the following questions referring to your perceived benefits of on-site mental
health services.
Yes
Reduction in students’ being tardy
and/or absent
Overall academic improvement/success

168"
"

Not Sure

No

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
Yes
Improvement in
school connectedness
Increase in the graduation rate
Decrease in the dropout rate
Improve parent/community perspective of
school
Reduce the number of
students using alcohol and/or drugs
Improve relationship
of home and school
Reduce Poverty
Reduce teen pregnancy
Students would be
less likely to “fall between the cracks”
Reduce the number of
students referred for
Special Education/504
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Follow Up
Cultural Differences
Do you feel that you understand cultural differences that may impact a student's mental health?
•!

Yes

•!

No

Disability
Do you feel there are students who are identified as having a disability who have been placed in
special education who may have an un-diagnosed mental illness?
•!

Yes

•!

No

Improving Services
In your opinion, how can the mental health services program be better implemented and sustained?

End of Survey
You have the option to request a summary of the findings below. If you chose yes, you
will be asked for an email address to send the summary. If you choose no, you will be brought to
the end of the page of the survey.
Once again, thank you very much for participating in this survey.
Would you like to receive a summary report of the findings of this research? (Optional)
_____Yes
_____No
e-mail address: _____________________________
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Appendix C: Tables 1 thru 26
Table 1
Alignment of Research Questions to Instrument Items________________________________
Research questions
Survey Items
___________________________________________________________________________
Demographics
Q01–Q06
1. What student mental health services are perceived to be helpful to
students with mental health problems and what are teachers’ experiences
in these programs?

Q07–Q24

2. What are the faculty perceptions of the roles and
Responsibilities of the stakeholders of a school-based mental health program?

Q25–Q44

3. What are the barriers to implementing and sustaining
a school-based mental health program?

Q55–Q66

4. What are the perceived benefits of mental health services in school?

Q67–Q79

5. How can the mental health services program be better
implemented and sustained?

Q80–Q82

6. Is there a significant difference in the perceptions of mental health
services among teachers, counselors, social workers, school psychologists
and administrators

Q25–Q78

Q45–Q54

__

Table 2
Reliability Test of Research Instrument for Pilot Study_________________________
Mental health Services Needed
Roles and Responsibilities of Faculty
Barriers to Implementation
Program and Services
Perceived Benefits of Services

Cronbach’s Alpha
.989
.678
.887
.981
.906
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Table 3
Reliability Test of Research Instrument for Study______________________________
Mental Health Services Needed
Roles and Responsibilities of Faculty
Barriers to Implementation
Programs and Supports
Perceived Benefits of Services

Cronbach’s Alpha
.904
.740
.784
.933
.856

Table 4
Demographic Profile of Research Population Gender (N = 130)_
Gender
N
%
____________________________________________________
Male
17
86.9
Female
113
3.1
Total
130
100.0
Table 5
Demographic Profile of Research Population Age (N = 130)___
Age
N
%
____________________________________________________
22-29
2
1.5
30-39
25
19.2
40-49
47
36.2
50+
56
43.1
Total
130
100.0
Table 6
Demographic Profile of Research Population Race (N = 130)__
Race
N
%
___________________________________________________
White
126
96.9
American Indian
2
1.5
Asian
1
.8
Other
1
.8
Total
130
100.0
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Table 7
Demographic Profile of Research Population No of Years in Education (N = 130)
Years
N
%
_________________________________________________________________
6 -10
3
2.3_
11-15
4
3.1
16-20
65
50.0
20+
58
44.6
Total
130
100.0
___
Table 8
Demographic Profile of Research Population Highest Degree Earned (N = 130)
Degree
N
%
_____________________________________________________________________
Bachelors
16
12.3
Masters
59
45.4
Specialist
46
35.4
Doctorate
9
6.9
Total
130
100.0

Table 9
Demographic Profile of Research Population Position (N = 130)
___
Position
N
%
__________________________________________________________________
Regular Education Teacher
83
63.8
Special Education Teacher
29
22.3
School Psychologist
2
1.5
School Social Worker
3
2.3
Counselor
4
3.1
Administrator
9
6.9
Total
130
100.0
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Table 10
Demographic Profile of Interview Participants
____
Position
Years
Degree
Gender
Race
Experience
_________________________________________________________________________
01 School Psychologist
20
Specialist
Female
White
02 School Counselor
12
Specialist
Female
White
03 Special Ed Teacher
24
Specialist
Female
White
04 School Counselor
11
Doctorate
Female
White
05 Administrator
17
Doctorate
Female
White
06 Special Ed Teacher
20
Masters
Female
White
07 School Social Worker
17
Masters
Female
White
08 School Psychologist
23
Specialist
Female
White
09 Administrator
12
Specialist
Female
White
10 Regular Ed Teacher
20
Masters
Female
White
11 Regular Ed Teacher
10
Masters
Female
White
12 School Social Worker
1
Bachelors
Female
White
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Table 11
Descriptive Statistics for Experience with Mental Health Issues (N=130)
Questions
Mean
SD
__________________________________________________________________
Q07 I have had experience working with students
4.400
.722
with aggressive behavior.
Q08 I have had experience working with students
4.430
.725
with anxiety problems.
Q09 I have had experience working with students
4.015
.898
defiant behavior.
Q10 I have had experience working with students
4.523
.661
who were bullies.
Q11 I have had experience working with students
3.954
.931
with depression.
Q12 I have had experience working with students
3.431
1.207
with suicidal thoughts.
Q13 I have had experience working with students
3.192
1.306
who had a friend or relative committed suicide.
Q14 I have had experience working with students
3.431
1.232
who participated in self harm.
Q15 I have had experience working with students
4.700
.593
with disruptive behaviors.
Q16 I have had experience working with students
4.523
.696
who experienced family stressors such as a
parent death or divorce.
Q17 I have had experience working with students
4.808
.467
who were hyperactive or inattentive.
Q18 I have had experience working with students
4.362
.854
with peer problems.
Q19 I have had experience working with students
3.585
1.147
with social phobias.
Q20 I have had experience working with students
4.131
.951
who were homeless or transient.
Q21 I have had experience working with students
3.308
1.281
who used drugs and or alcohol.
Q22 I have had experience working with students
4.262
.859
who have suffered from neglect or deprivation.
Q23 I have had experience working with students
4.169
.706
with adjustment issues.
Q24 I have had experience working with students
3.869
.976
who were a victim of bullying.
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Table 12
Descriptive Statistics for Roles and Responsibilities (N=130)
Role
Position
N
%
_________________________________________________________________________
Q25 Screening for mental Regular Education Teacher
2
1.5
health problems
Special Education Teacher
3
2.3
School Counselor
15
58.5
School Psychologist
76
11.5
School Social Worker
8
6.2
Not a role for the school
26
20.0
Total
130
100.0
Q26 Provision for health Regular Education Teacher
1
.8
services for children Special Education Teacher
2
1.5
School Counselor
30
23.1
School Psychologist
11
8.5
School Social Worker
63
48.5
Not a role for the school
23
17.7
Total
130
100.0
Q27 Conducting
Regular Education Teacher
16
12.3
behavioral
Special Education Teacher
24
18.5
assessments
School Counselor
10
7.7
School Psychologist
67
51.5
School Social Worker
3
2.3
Not a role for the school
10
7.7
Total
130
100.0
Q28 Monitoring student Regular Education Teacher
79
60.8
progress
Special Education Teacher
22
16.9
School Counselor
15
11.5
School Psychologist
6
4.6
School Social Worker
6
4.6
Not a role for the school
2
1.5
Total
130
100.0
Q29 Provision of early
Regular Education Teacher
50
38.8
intervention
Special Education Teacher
27
20.8
program
School Counselor
21
16.2
services
School Psychologist
10
7.7
School Social Worker
18
13.8
Not a role for the school
4
3.1
Total
130
100.0
Q30 Consultation with
Regular Education Teacher
21
16.2
teachers
Special Education Teacher
21
16.2
and parents
School Counselor
43
33.1
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Q31

Staff development
training

Q32

Assessment for
emotional or
behavioral
problems

Q33

Student behavior
management
consultation with
parents
Curriculum-based
classroom
guidance
programs

Q35

Q36

Case
management

Q37

Crisis
intervention

Q38

Individual

School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher

177"
"

29
15
1
130
24
10
37
27
25
7
130
7
8
19
85
3
8
130
46
3
81
130
30
7
89
2
1
1
130
3
45
16
12
52
2
130
2
9
65
13
37
4
130
2

22.3
11.5
.8
100.0
18.5
18.5
28.5
20.8
19.2
5.4
100.0
5.4
6.2
14.6
65.4
2.3
6.1
100.0
35.4
2.3
62.3
100.0
23.1
5.4
68.5
1.5
.8
.8
100.0
2.3
34.6
12.3
9.2
40.0
1.5
100.0
1.5
6.9
50.0
10.0
28.5
3.1
100.0
1.5
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counseling

Q39

Group counseling

Q40

Trauma
counseling

Q41

Parent counseling

Q42

Medical regular
medication
management

Q43

Classroom and
school-wide
positive
behavior supports

Q44

Functional-based
behavioral
assessment and
intervention
planning

Q45

Referral to

Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
Not a role for the school
Total
Regular Education Teacher
Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total
Regular Education Teacher
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3
93
10
3
19
130
2
98
11
3
16
130
1
50
35
10
34
130
1
5
42
9
38
35
130
2
1
15
7
22
83
130
76
5
46
3
130
25
43
23
31
4
4
130
34

2.3
71.5
7.7
2.3
14.6
100.0
1.5
75.4
8.5
3.3
12.3
100.0
.8
38.5
26.9
7.7
26.2
100.0
.8
3.8
32.3
6.9
29.2
26.9
100.0
1.5
.8
11.5
5.4
16.9
63.8
100.0
58.5
3.8
35.4
2.3
100.0
19.2
33.1
17.7
23.8
3.1
3.1
100.0
26.2
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specialized
school-based
services

Special Education Teacher
School Counselor
School Psychologist
School Social Worker
Not a role for the school
Total

179"
"

20
32
30
8
6
130

15.4
24.6
23.1
6.2
4.6
100.0
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Table 13
Condensed version of Descriptive Statistics for Roles and Responsibilities
___________________________________________________________________________________
Role
Perceived Responsible
N
%
___________________________________________________________________________________
Q25 Screening for mental health problems
School Psychologist
76 58.5
Q26 Provision for health services for children
School Social Worker
63 48.5
Q27 Conducting behavioral assessments
School Psychologist
67 51.5
Q28 Monitoring student progress
Regular Education Teacher 79 60.8
Q29 Provision of early intervention services
Regular Education Teacher 50 38.8
Q30 Consultation with teachers and parents
School Counselor
43 33.1
Q31 Staff development training
School Counselor
37 28.5
Q32 Assessment for emotional or behavioral Problems School Psychologist
85 65.4
Q33 Student behavior management
School Counselor
81 62.3
consultation with parents
Q35 Curriculum-based classroom guidance programs
School Counselor
89 68.5
Q36 Case management
School Social Worker
52
40.0
Q37 Crisis intervention
School Counselor
65
50.0
Q38 Individual counseling
School Counselor
93
71.5
Q39 Group counseling
School Counselor
98
75.4
Q40 Trauma counseling
School Counselor
50
38.5
Q41 Parent counseling
School Counselor
42
32.3
Q42 Medical medication management
Not a role for the school
83
63.8
Q43 Classroom and school-wide
Positive behavior supports
Regular Education Teacher 76
58.5
Q44 Functional-based behavioral
assessment and intervention planning
Special Education Teacher
43 33.1
Q45 Referral to specialized School-based
Program
Regular Education Teacher 34
26.2
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Table 14
Descriptive Statistics and ANOVA for Programs and Supports, Barriers and Benefits (N=130)
Programs and Supports Descriptives
______
N
Mean
Std.
Min. Max.
Dev.
________________________________________________________________________
Adequate
Regular Ed Teacher
83
1.807
1.06 1.00
5.00
Support
Special Ed Teacher
29
2.035
1.426 1.00
5.00
Programs
School Psychologist
2
1.500
.707 1.00
2.00
School Social Worker
3
3.000
1.732 2.00
5.00
School Counselor
4
1.250
.500 1.00
2.00
Administrator
9
1.778
1.302 1.00
5.00
Total
130
1.862
1.140 1.00
5.00
Intervention
Program for
Children
with
Externalizing
Problems

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.615
1.414
1.000
4.000
1.250
1.222
1.577

.986
.867
.000
.000
.500
.441
.979

1.00
1.00
1.00
4.00
1.00
1.00
1.00

5.00
4.00
1.00
4.00
2.00
2.00
5.00

Bullying
Program

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.880
1.655
2.000
2.333
2.250
1.889
1.854

.889
.974
.000
1.155
1.258
.601
.899

1.00
1.00
2.00
1.00
1.00
1.00
1.00

5.00
4.00
2.00
3.00
4.00
3.00
5.00

Early

Regular Ed Teacher

83

1.675

.734

1.00

4.00
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Intervention
Programs

Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

29
2
3
4
9
130

1.448
1.500
3.333
1.250
1.222
1.615

.686
.707
1.155
.500
.441
.761

1.00
1.00
2.00
1.00
1.00
1.00

3.00
2.00
4.00
2.00
2.00
4.00

Early
Screening
and
Pre-referral
Program

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.771
1.379
1.500
4.000
1.500
1.222
1.685

.954
.622
.707
.000
.577
.441
.924

1.00
1.00
1.00
4.00
1.00
1.00
1.00

5.00
3.00
2.00
4.00
2.00
2.00
5.00

Staff
Regular Ed Teacher
Training and Special Ed Teacher
Coaching
School Psychologist
on Mental
School Social Worker
Health School Counselor
Issues
Administrator
Total

83
29
2
3
4
9
130

1.868
1.586
1.000
5.000
2.250
1.556
1.854

1.033
.907
.000
.000
.957
1.014
1.100

1.00
1.00
1.00
5.00
1.00
1.00
1.00

5.00
4.00
1.00
5.00
3.00
4.00
5.00

Admin.Istrator
Support

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.723
1.414
1.000
4.333
1.750
1.444
1.685

.831
.682
.000
.577
.500
.726
.881

1.00
1.00
1.00
4.00
1.00
1.00
1.00

5.00
3.00
1.00
5.00
2.00
3.00
5.00

Crisis

Regular Ed Teacher

83

1.892

.856

1.00

4.00

183#
#

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM

Planning
and
Support

Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

29
2
3
4
9
130

1.379
1.500
3.000
1.750
1.111
1.739

.561
.707
1.732
.500
.333
.840

1.00
1.00
2.00
1.00
1.00
1.00

3.00
2.00
5.00
2.00
2.00
5.00

Implementation
of Programs
as they
should be

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.964
1.621
1.000
3.000
2.250
1.667
1.885

.917
.728
.000
1.732
.500
1.000
.912

1.00
1.00
1.00
2.00
2.00
1.00
1.00

5.00
3.00
1.00
5.00
3.00
4.00
5.00

Ongoing
Monitoring
for Students
with Mental
Health Issues

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

1.699
1.241
1.000
3.000
1.750
1.444
1.600

.920
.511
.000
1.732
.500
.527
.868

1.00
1.00
1.00
2.00
1.00
1.00
1.00

5.00
3.00
1.00
5.00
2.00
2.00
5.00
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Table 15
ANOVA
Programs and Supports

_____
Sum of
df
mean
f
sig
Squares
square
______________________________________________________________________________
__
Adequate
Between Groups
6.821
5
1.364
1.053 .390
Support
Within Groups
160.687
124
1.296
Programs
Total
167.508
129
Intervention
Program for
Children with
Externalizing
Problems

Between Groups
Within Groups
Total

20.728
103.003
123.731

5
124
129

4.146
.831

4.991

.000

Bullying
Program

Between Groups
Within Groups
Total

2.571
101.652
104.223

5
124
129

.514
.820

.627

.679

Early
Intervention
Programs

Between Groups
Within Group
Total

11.908
62.862
74.769

5
124
129

2.382
.507

4.698

.001

Early
Screening
and
Pre referral
Program

Between Groups
Within Groups
Total

21.535
88.534
110.069

5
124
129

4.307
.714

6.033

.000

Staff
Training and
Coaching on
Health Mental
Issues

Between Groups
Within Groups
Total

34.674
121.549
156.223

5
124
129

6.935
.980

7.075

.000

Administrator
Support

Between Groups
Within Groups
Total

24.769
75.300
100.069

5
124
129

4.954
.607

8.158

.000

Crisis Planning
and Support

Between Groups
Within Groups
Total

14.117
76.991
91.108

5
124
129

2.823
.621

4.547

.001

185$
$

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM

Implementation
of Programs As
They Should Be

Between Groups
Within Groups
Total

8.800
98.469
107.269

5
124
129

1.760
.794

2.216

.057

Ongoing
Monitoring
for Students
with Mental
Health Issues

Between Groups
Within Groups
Total

11.448
85.752
97.200

5
124
129

2.290
.692

3.311

.008

_____
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Table 16
Condensed version of Descriptive Statistics and ANOVA for Programs and Supports, Barriers and Benefits indicating
highest mean score (N=130)
Programs and Supports Descriptives
Program

Perceived there waa a
N
Mean
Std.
Min.
Max.
A Need
Dev.
_________________________________________________________________________________________________________
Adequate Support Programs
School Social Worker
3
3.000
1.732
2.00
5.00
Intervention Program for Children
With Externalizing Problems
School Social Worker
3
4.000
.000
4.00
4.00
Bullying Program
School Social Worker
3
2.333
1.155
1.00
3.00
Early Intervention Programs
School Social Worker
3
3.333
1.155
2.00
4.00
Early Screening and Pre-referral Program School Social Worker
3
4.000
.000
4.00
4.00
Staff Training and Coaching on Mental
Health Issues in School
School Social Worker
3
5.000
.000
5.00
5.00
Administrator Support
School Social Worker
3
4.333
.577
4.00
5.00
Crisis Planning and Support
School Social Worker
3
3.000
1.732
2.00
5.00
Implementation of Programs as
they should be
School Social Worker
3
3.000
1.732
2.00
5.00
Ongoing Monitoring for Students
with Mental Health Issues
School Social Worker
3
3.000
1.732
2.00
5.00
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Table 17
Condensed Version of ANOVA
Sum of
df
mean
f
sig
Squares
square
____________________________________________________________________________________________________________
Adequate Support Programs
Between Groups
6.821
5
1.364
1.053
.390
Within Groups
160.687
124
1.296
Total
167.508
129
Intervention Program for Children
Between Groups
20.728
5
4.146
4.991
.000
with Externalizing Problems
Within Groups
103.003
124
.831
Total
123.731
129
Bullying Program
Between Groups
2.571
5
.514
.627
.679
Within Groups
101.652
124
.820
Total
104.223
129
Early Intervention Programs
Between Groups
11.908
5
2.382
4.698
.001
Within Group
62.862
124
.507
Total
74.769
129
Early Screening and
Between Groups
21.535
5
4.307
6.033
.000
Pre referral Program
Within Groups
88.534
124
.714
Total
110.069
129
Staff Training and Coaching on
Between Groups
34.674
5
6.935
7.075
.000
Health Mental Issues
Within Groups
121.549
124
.980
Total
156.223
129
Administrator Support
Between Groups
24.769
5
4.954
8.158
.000
Within Groups
75.300
124
.607
Total
100.069
129
Crisis Planning and Support
Between Groups
14.117
5
2.823
4.547
.001
Within Groups
76.991
124
.621
Total
91.108
129
Implementation of Programs As
Between Groups
8.800
5
1.760
2.216
.057
They Should Be
Within Groups
98.469
124
.794
Total
107.269
129
Ongoing Monitoring for Students
Between Groups
11.448
5
2.290
3.311
.008
188$
$
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with Mental Health Issues

Within Groups
Total

85.752
97.200
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124
129

.69
_____________________
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Table 18
Barriers Descriptives

____________
N
Mean
SD Minimum/Maximum
________________________________________________________________________
Difficulty
Regular Ed Teacher
83
3.759
1.007
2.00
5.00
Identifying
Special Ed Teacher
29
3.655
.897
2.00
4.00
Children
School Psychologist
2
4.000
.000
4.00
4.00
with
School Social Worker
3
2.667
1.155
2.00
4.00
Mental
School Counselor
4
3.500
1.291
2.00
5.00
Health
Administrator
9
4.333
.707
3.00
5.00
Needs
Total
130
3.746
.983
2.00
5.00
Insufficient
Number
of School
Mental
Health
Professionals

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

4.434
4.517
4.000
5.000
4.667
1.333
4.469

.702
.738
.000
.000
.500
.707
.695

2.00
2.00
4.00
5.00
3.00
3.00
2.00

5.00
5.00
5.00
5.00
5.00
5.00
5.00

Lack of
Adequate
Training for
Dealing with
Children’s
Mental
Health Needs

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

4.361
4.483
5.000
5.000
3.750
4.556
4.408

.708
.785
.000
.000
1.500
1.014
.775

2.00
2.00
5.00
5.00
2.00
2.00
2.00

5.00
5.00
5.00
5.00
5.00
5.00
5.00

Gaining
Parental
Cooperation
and
Consent

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

4.133
4.138
3.500
3.000
3.500
4.222
4.085

.808
.743
.707
1.732
1.000
.667
.826

2.00
2.00
3.00
2.00
2.00
3.00
2.00

5.00
5.00
4.00
5.00
4.00
5.00
5.00

Stigma
Associated
with
Receiving
Mental
Health
Services

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

4.024
3.621
3.500
2.333
3.750
4.111
3.885

.765
1.147
.707
.577
1.258
.782
.912

1.00
1.00
3.00
2.00
2.00
3.00
1.00

4.00
5.00
4.00
3.00
5.00
5.00
5.00

Language
Cultural

Regular Ed Teacher
Special Ed Teacher

83
29

3.542
3.345

.845
1.203

2.00
1.00

5.00
5.00
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Barriers

School Psychologist
School Social Worker
School Counselor
Administrator
Total

2
3
4
9
130

3.500
3.667
2.250
3.556
3.462

.707
1.155
.500
1.014
.958

3.00
3.00
2.00
2.00
1.00

4.00
5.00
3.00
5.00
5.00

Referral
Options
in the
Community

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

3.783
3.552
4.500
3.000
4.500
3.889
3.754

.797
1.152
.707
1.732
1.000
.928
.932

2.00
1.00
4.00
2.00
3.00
2.00
1.00

5.00
5.00
5.00
5.00
5.00
5.00
5.00

Lack of
Funding
for School
Based
Health
Services

Regular Ed Teacher
Special Ed Teacher
School Psychologist
Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

4.325
4.552
4.000
5.000
4.500
4.889
4.431

.751
.736
.000
.000
.577
.333
.725

2.00
2.00
4.00
5.00
4.00
4.00
2.00

5.00
5.00
4.00
5.00
5.00
5.00
5.00

Mental
Health
Issues Not
Considered a
Role For
School

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

3.446
3.517
3.500
4.667
2.750
4.556
4.431

1.027
1.056
.707
.577
1.500
.726
.725

1.00
1.00
3.00
4.00
2.00
3.00
2.00

5.00
5.00
4.00
5.00
5.00
5.00
5.00

Competing
Priorities
Taking
Precedence
Over Mental
Health

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

3.988
4.103
4.500
5.000
3.750
4.000
4.039

.848
.860
.707
.000
1.258
1.323
.889

2.00
2.00
4.00
5.00
2.00
1.00
1.00

5.00
5.00
5.00
5.00
5.00
5.00
5.00

The Belief
that
Mental
Health
Problems do
Not Exist
and are an
Excuse

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.988
2.966
4.000
2.667
3.500
2.444
2.985

1.163
1.295
.000
1.155
.577
1.740
1.220

1.00
1.00
4.00
2.00
3.00
1.00
1.00

5.00
5.00
4.00
4.00
4.00
5.00
5.00
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Academic
demand
Stemming
from NCLB
Ed Reform

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

192$
$

2.157
2.035
2.500
1.000
1.750
2.222
2.100

.930
1.117
.707
.000
.500
1.64
1.018

1.00
1.00
2.00
1.00
1.00
1.00
1.00

5.00
5.00
3.00
1.00
2.00
5.00
5.00
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Table 19
ANOVA
______________________________________________________________________________________________________
Sum of
df
Mean
F
Sig.
Squares
Square
______________________________________________________________________________________________________
Difficulty Identifying Children with
Mental Health Needs

Between Groups
Within Groups
Total
Insufficient Number of School
Between Groups
Mental Health Professionals
Within Groups
Total
Lack of Adequate Training for Dealing
Between Groups
With Children’s Mental Health Needs
Within Groups
Total
Gaining Parental Cooperation and Consent Between Groups
Within Groups
Total
Stigma Associated with Receiving
Between Groups
Mental Health Services
Within Groups
Total
Language and Cultural Barriers of
Between Groups
Culturally Diverse Students and Families Within Groups
Total
Referral options in the Community
Between Groups
Within Groups
Total
Lack of Funding for School Based
Between Groups
Health Services
Within Groups
Total

7.22
117.399
124.623
2.000
60.377
62.377
4.022
73.370
77.392
6.023
82.046
88.069
11.968
96.525
108.492
7.015
111.293
118.308
6.465
105.658
112.123
4.599
63.278
67.877
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5
124
129
5
124
129
5
124
129
5
124
129
5
124
129
5
124
129
5
124
129
5
124
129

1.445
.947

1.526

.186

.400
.487

.822

.537

.804
.592

1.360

.244

1.205
.662

1.821

.114

2.394
.778

3.075

.012

1.403
.898

1.563

.175

1.293
.852

1.518

.189

.920
.510

1.802

.117
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Mental Health Issues Not Being
Considered A Role for the School
Issues
Competing Priorities Taking
Precedence over Mental Health
The Belief that Mental Health
Problems Do Not Exist and
are an Excuse
Academic Demands Stemming
From NCLB Reform Legislation

Between Groups
Within Groups
Total
Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

16.337
129.886
146.223
4.060
97.816
101.877
6.127
185.842
191.969

5
124
129
5
124
129
5
124
129

Between Groups
Within Groups
Total

4.965
128.735
133.700

5
.993
.956 .477
124
1.038
129___________________________
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3.2673
1.047

.119

.011

.812
.789

1.029

.403

1.225
1.499

.818

.539
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Table 20
Benefits Descriptives
N
Mean
SD Min. / Max.
_______________________________________________________________________
Reduction in
Students Being
Absent/Tardy

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.205
2.207
2.000
1.668
2.000
2.000
2.154

.745 1.00
.861 1.00
1.414 1.00
1.155 1.00
1.155 1.00
.333 1.00
.811 1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Overall Academic
Improvement
and Success

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.855
2.759
3.000
3.000
3.000
2.889
2.846

.354
.577
.000
.000
.000
.333
.403

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Improvement in
School
Connectedness

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.807
2.690
3.000
3.000
3.000
2.889
2.800

.454
.101
.000
.000
.000
.333
.456

1.00
1.00
3.00
3.00
3.00
2.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Increase in the
Graduation Rate
Absent/Tardy

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.723
2.724
3.000
3.000
3.000
3.000
2.761

.477
.591
.000
.000
.000
.000
.480

1.00
1.00
3.00
3.00
3.00
3.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Decrease in
the Dropout

Regular Ed Teacher
Special Ed Teacher

83
29

2.699
2.724

.487
.528

1.00
1.00

3.00
3.00
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Rate

School Psychologist
School Social Worker
School Counselor
Administrator
Total

2
3
4
9
130

3.000
3.000
3.000
3.000
2.746

.000
.000
.000
.000
.471

3.00
3.00
3.00
3.00
1.00

3.00
3.00
3.00
3.00
3.00

Improve Parent
Community
Perspective of
School

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.662
2.690
3.000
2.667
2.750
2.667
2.677

.524
.541
.000
577
.500
.500
.517

1.00
1.00
3.00
2.00
2.00
2.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Reduce Number
of Students Using
Alcohol/Drugs

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.518
2.621
3.000
1.000
2.750
2.667
2.577

.632
.622
.000
.000
.500
.500
.608

1.00
1.00
3.00
3.00
2.00
2.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Improve
Relationship
of Home
and School

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.687
2.759
3.000
3.000
3.000
2.667
2.723

.516
.511
.000
.000
.000
.500
.498

1.00
1.00
3.00
3.00
3.00
2.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Reduce Poverty

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.012 .741
2.069 .799
2.000 .000
2.333 1.155
1.750 .500
2.222 .833
2.039 .751

1.00
1.00
2.00
1.00
1.00
1.00
1.00

3.00
3.00
2.00
3.00
2.00
3.00
3.00

Reduce Teen
Pregnancy

Regular Ed Teacher
Special Ed Teacher
School Psychologist

2.169
2.345
2.000

1.00
1.00
2.00

3.00
3.00
2.00

83
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2
196$
$

.730
.670
.000

PERSPECTIVES OF A SCHOOL-BASED MENTAL HEALTH PROGRAM
School Social Worker
School Counselor
Administrator
Total

3
4
9
130

2.000
2.500
2.444
2.231

.000
.577
.726
.699

2.00 2.00
2.00 3.00
1.00 3.00
1.00 3.00

Students Less
Likely to Fall
Between the
Cracks

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.771
2.690
3.000
3.000
3.000
3.000
2.784

.526
.604
.000
.000
.000
.000
.513

1.00
1.00
3.00
3.00
3.00
3.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00

Reduce Number
Students Referred
to Special
Education

Regular Ed Teacher
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Total

83
29
2
3
4
9
130

2.290
2.448
3.000
2.333
2.750
2.778
2.385

.672
.632
.000
.577
.500
.441
.652

1.00
1.00
3.00
2.00
2.00
2.00
1.00

3.00
3.00
3.00
3.00
3.00
3.00
3.00
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Table 21
Condensed Benefit Descriptives
_____
Perceived Benefit
Position
N
Mean
SD
Min. / Max.
__________________________________________________________________________________________________________
Reduction in Students Being Tardy/Absent
Special Ed Teacher
29
2.207
.861 1.00 3.00
Overall Academic Improvement and Success
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Improvement in School Connectedness
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Increase in the Graduation Rate
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Administrator
9
3.000
.000 3.00 3.00
Decrease in the Dropout Rate
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Administrator
9
3.000 .000 3.00 3.00
Improve Parent Community Perspective of Sch
School Psychologist
2
3.000
.000 3.00 3.00
Reduce No of Students using Alcohol/Drugs
School Psychologist
2
3.000
.000 3.00 3.00
Improve Relationship of Home and School
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Reduce Poverty
School Social Worker
3
2.333 1.155 1.00 3.00
Reduce Teen Pregnancy
School Counselor
4
2.500
.577 2.00 3.00
Students Less Likely to Fall Through the Cracks
School Psychologist
2
3.000
.000 3.00 3.00
School Social Worker
3
3.000
.000 3.00 3.00
School Counselor
4
3.000
.000 3.00 3.00
Administrator
9
3.000
000 3.00 3.00
Reduce the No of Students Referred to Sp Ed
School Psychologist
2
3.000
.000 3.00 3.00
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Table 22
ANOVA
Sum of
df
Mean
F
Sig.
Squares
Square
__________________________________________________________________________________________
Reduction in Students
Between Groups
2.424
5
.485
.729 .603
Being Tardy/Absent
Within Groups
82.499
124
.665
Total
84.923
129
Overall Academic
Between Groups
.459
5
.092
.556 .734
Improvement/ Success
Within Groups
20.464
124
.165
Total
20.923
129
Improvement in School
Between Groups
.789
5
.158
.752 .586
Connectedness
Within Groups
26.011
124
.210
Total
26.800
129
Increase in the
Between Groups
1.188
5
.238
1.037 .399
Graduation Rate
Within Groups
28.420
124
.229
Total
29.608
129
Decrease in the
Between Groups
1.188
5
.238
1.237 .296
Dropout Rate
Within Groups
24.420
124
.197
Total
25.608
129
Improve Parent/
Between Groups
.253
5
.051
.184 .968
Community Perspective
Within Groups
34.178
124
.276
in School
Total
34.431
129
Reduce Number of
Between Groups
1.430
5
.286
.766 .576
Students Using Alcohol/
Within Groups
46.300
124
.373
Drugs
Total
47.731
129
Improve Relationship
Between Groups
.865
5
.173
.688 .633
of Home/School
Within Groups
31.166
124
.251
Total
32.031
129
Reduce Poverty
Between Groups
.985
5
.197
.340 .888
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Within Groups
Total
Reduce Teen Pregnancy
Between Groups
Within Groups
Total
Students Less Likely
Between Groups
to Fall Between the Cracks Within Groups
Total
Reduce Number of Students Between Groups
Referred to Special
Within Groups
Education
Total

71.822
72.808
1.664
61.413
63.077
1.112
32.857
33.969
3.564
51.205
54.769
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124
129
5
124
129
5
124
129
5
124
129

.579
.333
.495

.672

.645

.222
.265

.839

.524

.713
.413

1.726

.133

__________
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Table 23
Barrier Descriptives Summary with ANOVA
N
Mean
SD Minimum/Maximum
__________________________________________________________________
Regular Education Teacher
83
3.733 .440
2.67
4.67
Special Education Teacher
29
3.684 .531
2.17
4.58
School Psychologist
2
3.875 .177
3.75
4.00
School Social Worker
3
3.583 .577
3.25
4.25
School Counselor
4
3.396 .468
2.92
4.00
Administrator
9
3.727 .339
3.50
4.42
Total
130
3.727 .459
2.17
4.67

ANOVA ________________________________________________________
Sum of Squares
df
Mean Square
F
Sig.
__________________________________________________________________
Between Groups
Within Groups
Total

1.142
26.024
27.167

5
124
129

2.28
.210

1.089

.370

Table 24
Benefit Descriptives Summary with ANOVA
N
Mean
SD Minimum Maximum
___________________________________________________________________________
Regular Education Teacher
83
2.533
.370
1.58
3.00
Special Education Teacher
29
2.560
.424
1.33
3.00
School Psychologist
2
2.750
.118
2.67
2.83
School Social Worker
3
2.667
.167
2.50
2.83
School Counselor
4
2.708
.198
2.42
2.83
Administrator
9
2.667
.182
2.50
3.00
Total
130
2.560
.364
1.33
3.00
ANOVA
___________________________________________________________________________
Sum of Squares
df Mean Square
F
Sig.
___________________________________________________________________________
Between Groups
.357
5
.071
.530
.753
Within Groups
16.669
124
.135
Total
17.056
129
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Table 25
Multiple Comparisons
95% Confidence
Interval
Position
Position
Mean
Std
Sig.
Lower Upper
Difference
Error
Bound Bound
________________________________________________________________________
Reg Ed
Teacher

Special Ed Teacher
School Psychologist
School Social Worker
School Counselor
Administrator
Special Regular Ed Teacher
Education School Psychologist
Teacher School Social Worker
School Counselor
Administrator
School
Regular Ed Teacher
PsySpecial Ed Teacher
chologist School Social Worker
School Counselor
Administrator
School
Regular Ed Teacher
Social
Special Ed Teacher
Worker
School Psychologist
School Counselor
Administrator
School
Regular Ed Teacher
Couns.
Special Ed Teacher
School Psychologist
School Social Worker
Administrator
Admin- Regular Ed Teacher
istrator
Special Ed Teacher
School Psychologist
School Social Worker
School Counselor

.027
-.217
-.134
-.175
-.134
.027
-.190
. 106
-.148
-.106
.217
.190
.083
.042
.083
134
.106
-.083
-.042
-.000
-.175
-.148
-.042
.042
.042
.134
.106
-.083
.000
-.042

.079
.263
.216
.188
.129
.079
.268
.223
.196
.140
.263
.268
.335
.318
.287
.216
.223
.335
.280
.245
.188
.196
.318
.280
.221
.129
.129
.287
.245
.221
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.732
.410
.537
.353
.302
.732
.481
.634
.451
.449
.410
.481
.804
896
.772
.537
.634
.804
.882
1.00
.353
.451
.896
.882
.850
.302
.449
.772
1.00
.850

-.184
-.737
-.560
-.547
-.388
-.130
-.721
-.547
.535
-.384
-.303
-.341
-.580
-.587
-.485
-.293
-.334
-.746
-.596
-.484
-.197
-.240
-.671
-.513
-.395
-.121
-.171
-.651
-.484
-.478

.130
.303
.293
.197
.121
.184
.341
.334
.239
.171
.737
.721
.740
.671
.651
.560
.547
.580
.513
.484
.547
.535
.587
.596
.478
.388
.384
.485
.484
.390
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Table 26
Student Demographic for Floyd County Schools PK – 5

Alto Park
Garden
Elementary
Lakes
PK-5
Elementary
PK - 5
# of students

Cave
Spring
Elementary
PK-5

McHenr
y
Elementary
PK - 3

Pepperell
Primary
PK – 3

Pepperell
Elementary
4-5

Glenwood Armuchee
Primary
ElemenPK - 2
tary
3-5

Johnson
Elementary
PK - 5

Model
Elementary
PK - 5

484

623

294

308

460

496

513

459

578

555

51 / 49

48 / 52

46 / 54

45 / 55

50 / 50

51 / 49

51 / 49

50 / 50

52 / 48

52 / 48

-

-

-

-

-

-

1%

1%

-

-

% Hispanic

33%

17 %

1%

17 %

6%

7%

5%

3%

3%

4%

% Black

8%

12 %

1%

18 %

4%

6%

4%

7%

3%

% White

57%

66 %

92 %

58 %

91 %

86 %

85 %

88%

88 %

92 %

% Two or
more races

2%

5%

6%

7%

3%

3%

3%

4%

2%

1%

Diversity
Score

.57

0.52

0.15

0.60

0.17

0.26

0.27

.22

0.22

0.15

% Male /
% Female
% Asian
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